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IMMEDIATE MOBILIZATION AFTER ASEP- 
TIC ARTHROTOMY AS COMPARED 
WITH IMMOBILIZATION * 

ALLEN O. Wuippte, M.D., F.A.C.S., 

New York 
From the Presbyterian Hospital and the College of Phy- 
sicians and Surgeons, Columbia University. 

In considering arthrotomy with immediate mobili- 
zation, I wish to confine this discussion to those joint 
derangements requiring simple aseptic incision with 
little or negligible damage to the joint structure. 

I am not including in this arthrotomy for sup- 
puration ; nor do I intend to consider the arthroplas- 
ties. In joint suppuration, primary or secondary, 
there are so many other factors in the pathology and 
repair of articular injury that immediate mobiliza- 
tion after arthrotomy is but one of many phases of 
the therapy, but in the minds of some surgeons, read- 
ing Willems’ contributions, it is looked upon as a 
cure-all for any and all pyogenic joint lesions. The 
more extensive aseptic arthroplasties involving much 
removal or revision of joint structures, require per- 
iods of immobilization and rest for healing to pro- 
gress to a stage where movements of the joint will 
rot renew the trauma. 

I have chosen, therefore, a group of cases operat- 
ed upon for displaced semilunar cartilages or for re- 
moval of loose bodies in the knee joint, these being 
the most common clean arthrotomies and giving the 
clearest indications for operative interference. In 
these cases, given rigid aspetic technic and accur- 
ate surgery, the trauma to the joint is minimal, inas- 
much as the incision is small, the damage to the 
synovial layer slight, and hemorrhage after removal 
of the displaced cartilage or loose body very little, or 
rone. 

Attempts to reproduce these lesions in our surgical 
laboratory at the College of Physicians and Sur- 
geons have proved unavailing. Foreign bodies, such 
as glass beads, decalcified bone or chips of bone, 
when introduced into a dog’s joint, have almost uni- 
formly been encapsulated to one side of the joirt. 
and have soon been covered over with a layer of 
modified connective tissue. Incisions made asepti- 


cally into the joint heal rapidly, with or without im- 
mobilization, so that the line of repair has given lit- 
tle or no evidence of adhesion formation. As a mat- 
ter of fact, it is exceedingly difficult to immobilize 
an animal’s joint, for if the plaster bandage is not 


*Read at a meeting of the Clinical Society of the Hospital for 
Joint Diseases, New 
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put on as a circular splint so tight as to produce 
pathological constriction, the play of muscles keeps 
up a certain amount of active joint motion, and this 
may be the reason for the absence of any joint ad- 
besions in the aspetic arthrotomies that have been 
studied at the College. 

I am convinced that in the arthrotomies under con- 
sideration, it is the extrinsic rather than the intrinsic 
factors that must be considered in the majority of 
cases in judging of the advantages of immediate 
mobilization over immobilization following opera- 
tion. 

By immediate mobilization of the joint I mean 
mobilization after the patient has recovered com- 
plete consciousness following operation, and I mean 
active rather than passive motions. To get the best 
results the patient must be intelligent, cooperative 
and anxious to do his part by moving his joint regu- 
larly every three or four hours at first, later more 
frequently, to the point where he feels distinct dis- 
comfort. I question the wisdom or value of per- 
sistently giving passive motions to a crying child 
or to an unintelligent, uncooperative adult. In both 
instances the muscle spasm of their resisting efforts 
will undo any good that may be derived from mo- 
tions in the joint. 

Active motions in the joint carried out after the 
danger of bleeding from the cut surfaces of the joint 
capsule and synovial layer is past, accomplish the fol- 
lowing results: 

1. Fibrinous adhesions are aborted. 

2. Circulation in the joint capsule, the ligaments 
and the muscles associated with the joint is kept 
active and normal. 

3. The stiffness and shortening that occur in its 
joints and muscles in any limb that is immobilized 
are prevented. 

4. Careful and accurate massage can be given 
earlier and more regularly when the joint is not im- 
mobilized. Heat and diathermy can be applied while 
the joint is being actively moved. 

Immobilization, for a variable time, is indicated: 

1. If the incision has been extensive. 

2. If considerable trauma has been necessary in 
the joint surface or structures. 

3. If there is associated with the displaced menis- 
cus or loose body, and in the latter this is not un- 
common, hypertrophic bone changes, as shown by 
lipping or by nodular outgrowths of the articular 
cartilage or villous changes in the synovial lining. 
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4. If there is an associated tear in the lateral liga- 
ments or joint capsule. 

5. If there is marked relaxation of the joint cap- 
sule the result of repeated joint effusions. 

It has been our experience that the ultimate result 
in operations for displaced cartilage or loose bodies 
(barring those associated with hypertrophic bone and 
synovial changes) has been uniformly good whether 
the operations have been followed by immediate mo- 
bilization or by immobilization. The difference worth 
considering is that this good result has been accom- 
plished in a much shorter time in the cases submitted 
to immediate active mobilization. To say that the 
immobilized cases get ultimate good results is no bet- 
ter argument than it is in fracture work where those 
advocating immobilization for three to five weeks in 
circular plaster claim good ultimate results. 
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The earliest return to normal of the joint outline 
or contour, of complete function and of full earning 
capacity, the shortest hospital stay—these are the 
criteria of therapy to the patient, be he laborer or 
magnate, and they should be applied in judging of 
the relative merits of mobilization or immobilization 
in clean arthrotomy for the lesions under discussion. 

I have chosen 33 cases selected only because they 
were carefully followed for periods ranging from 3 
to 60 months after operation. Twelve of these cases 
were operated upon for displaced internal semilunar 
cartilage, and immobilized after operation. Twelve 
having the same operation for the same lesion were 
given immediate active mobilization. Five were giv- 
en splints with immobilization after operations for 
removal of loose bodies. Four were given active 
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mobilization after similar operations. The results 
speak for themselves. 

We are convinced therefore that for simple clean 
arthrotomy for removal of displaced cartilage or 
loose foreign body, active regular and increasing 
mobilization of the joint after the patient has regain- 
ed full consciousness or perhaps within twelve hours 
after the operation, shortens the hospital stay and 
gives an optimum anatomic, symptomatic and eco- 
nomic result in the shortest time. 


RATIONAL TREATMENT OF FRACTURES 
OF THE LOWER END OF THE 
RADIUS* 

SaMuEL W. Boorstetn, M.D., F.A.C.S. 
Assistant Visiting Surgeon. Fordham Hospital; Adjunct Vis- 
iting Surgeon, Bronx Hospital: Chief of Orthopedic 
Out-patient Departntents. Bellevue and Fordham 
Hospitals: Chief of Orthopedic Department, 
Bronx Hospital Dispensary; Neurologico- 
Orthopedic Surgeon, Central Neur- 
ological Hospital; Consulting Or- 
thopedic Surgeon, Union 
Health Center; 

New York City 


Every fracture constitutes a serious injury to the 
integrity of the body. In the modern hustle and 
bustle of life, forced confinement to bed and absence 
from work as the result of a fracture, is often a ser- 
ious hardship. It may spell ruin to many families. 
The demand of the public is therefore to receive such 
treatment as will enable the injured to return to work 
with the least loss of time. The insurance companies 
naturally are insisting on a quick return to work and 
even to former occupation. The expectations of the 
final result of a fracture are at present of a higher 
degree than the expectations of twenty-five years 
ago. In the case of a child the parents will be wor- 
ried lest the maimed limb will become a hindrance to 
a possible career or to perfect symmetry. If the 
patient is an adult, he certainly demands perfect res- 
toration of function and form so that there will be 
no interference with obtaining employment. 

It is therefore to be expected that one who under- 
takes treating fractures should know the responsibili- 
ties resting on him. We see that the general prac- 
t'tioners pay more attention to the demands of the 
public and often transfer their responsibility to one 
who has devoted more time to this branch of study. 
Unfortunately this is done only in cases of fracture 
of the lower extremity. In fractures of the upper 
extremity, especially the hand, the general practition- 
er is prone to diagnose the lesion at once as Colles’ 
fracture and treat it by the traditional method of 
reduction. Does he not know that the hand is of 


much more importance than the foot? One can walk 
with a limp or even with an artificial limb ; but if his 
hand is useless he is often made a beggar. 

I believe that the fault lies not with the physician 


*Read before the Westchester Village Medical Group, 
November 18, 1924. 
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but with the emphasis that has been placed on re- 
duction by the grip of the hand. How many cases 
fail to be properly reduced by this method? And 
how many fractures correctly reduced leave the pa- 
tient disabled through the neglect of proper after- 
treatment? Is every fracture at the wrist joint a 
Colles’ fracture and can it be reduced by that old 
method ? 

Cotton® in ‘the latest edition of his text-book 
thought it necessary to sound a note of warning for 
treatment of .ractures of the lower end of the radius. 
He says: 

The important thing to remember is that the bad results. 
so far as function goes, are far more apt to be the result 
of bad treatment than a result of the injury. In few in- 
stances has surgery inflicted so much unnecessary damages 
as in the treatment of Colles’ fracture and of the related 
lesions. If such a case is left unreduced and the patient 
is allowed to consider it a ‘sprained’ wrist, most unsightly 
deformities may result, but function is often almost per- 
fectly restored. There is, at most, some weakness, but not 
the stiffening of the fingers which so often resulted from 
the well-meant treatment so carefully carried out a gen- 
eration ago. 

Almost without exception it is possible, as we now know, 
to secure efficient reduction, to avoid recurrence of de- 
formity, and at the same time to avoid stiffness. The 
avoidance of stiffening consists simnly in never giv- 
ing a chance for the fingers and wrist to stiffen. We 
should so treat these fractures that late massage, passive 
motion, and the ‘breaking-up’ of so-called ‘adhesions in the 
tendon-sheaths’ shall not be called for. 

Sir Robert Jones® says: 

If an x-ray photograph is taken of every ‘sprained’ wrist 
it wilt be found that a very large number of them are real- 
ly cases of fractures of some bone of the carpus, or of a 
styloid process, and not merely the injury of a ligament. 

Pilcher? has written an excellent monograph on 
this topic, and wisely titled it “Fracture of the Lower 
Extremity or Base of Radius,” not “Colles’ 
Fracture.” 

ANATOMICAL CONSIDERATION 

In order to better understand the etiology of these 
common fractures and to gain a proper conception of 
the ideal treatment we may recall a few anatomical 
facts. (1) The carpal bones and the metacarpals 
are joined together so firmly as to permit only very 
slight motion between them. (2) They act virtually 
as one bone when the wrist joint is flexed or extend- 
ed. (3) Into the prominent lip found at the anterior 
aspect of the lower extremity of the radius is inserted 
the anterior radiocarpal ligament. Its fibers are 
continued for a quarter of an inch or more above the 
articular margin. (4) This ligament is strong and 
dense but sufficiently loose to permit considerable 
motion backwards of the carpus upon the radius. 
(5) The anterior ligament being so strong causes 
the expanded end of the radius to be at a great dis- 
advantage when exposed to the force of avulsion. 
(6) When great strain is applied to the region, i.e., 
when the hand is hyperextended, the anterior liga- 
ment is virtually stronger than the bone, hence frac- 
ture of the bone (radius) usually takes place and is 
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frequently found beyond the point of attachment of 
the anterior ligament corresponding to one-half inch 
beyond the radio-carpal joint. (7) If any part of 
the ligament gives way it will begin from the ulnar 
side of the middle fasciculus. Only that part of the 
bone whose attached fibers remain intact will be torn 
off and the fracture is therefore oblique. (8) The 
lower fragment of the radius is split into frarments 
by the descent into it of the lower end of the upper 
fragment or shaft after the transverse lesion has 
been accomplished. This impaction of the upper 
fragment into the lower one is generally present 
when the momentum of the fall has been grear as in 
falls from a height and the extent of the impaction ° 
is a fair index of the force that the elements of the 
wrist have had to sustain. (10) In the ordinary 
fracture, occasioned by a moderate force, the back- 
ward movement of the lower fragment is arrested 
before the fragment is carried to a plane entirely be- 
yond that of the end of the shaft above. This is al- 
ways the case where impaction is present. In many 
cases, however, this interlocking of the two frag- 
ments cannot properly be called an impaction, but is 
rather to be described as an entanglement of the ir- 
regular and serrated surfaces of the fracture masses. 
(11) Epiphyseal separation is not common. If an 
adult falling on an outstretched arm, sustains a frac- 
ture, it is usually a fracture at the base of the radius 
(often a Colles’); if a child, the fracture usually 
occurs near the elbow. (12) The normal relation of 
the styloid processes of the ulna and the radius must 
be remembered as this helps in the diagnosis and in 
the reduction. The styloid process of the radius lies 
on a level some three-eighths inch lower than the ul- 
nar styloid. 

Most of the injuries at the wrist are fractures and 
not sprains. Cotton® reminds us that “It used to be 
taught by Dr. G. W. Gay ‘there is no such thing as 
a sprain of the wrist’ a statement calculated by its 
intentional dogmatism, to rivet the student’s attention 
on the overwhelming proportion of fractures in wrist 
injuries.” In fact, ‘sprained’ wrists prove even rarer 
than Dr. Gay thought, because the x-ray now reveals 
many bone ‘cracks’ without displacement, previously 
unsuspected. 

DEFINITION 

At the lower end of the radius there are many frac- 
tures besides Colles’, and they should all be thought 
of. They all reed attention and following reduction 
all need the same after-treatments. The term “Colles’ 
fracture” is rather loosely used to cover all fractures 
of the lower quarter of the radius. This is unfortu- 
nate since fractures occurring at two inches or more 
above the wrist joint, as fractures of both bones, 
do not show the characteristics of the typical Colles’ 
fracture and the treatment must be different. 

Near the wrist joint the following fractures occur: 
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1. Barton’s fracture (luxation of the wrist back- 
ward ; complicated with joint fracture.) 
. Colles’ fracture. 
. Reverse Colles’ fracture (Smith’s). 
. Epiphyseal separation. 
. Fracture of both bones low. 
. Greenstick fracture of both bones. 

7. Fracture of the radial styloid. 

Of these, the fractures of most frequent occur- 
rence are Colles’ and Barton’s. I shall therefore dis- 
cuss these two first. One must, however, remember 
that even Colles’ fractures are not always exactly 
the same. We must agree with Speed® that “no two 
Colles’ are alike”. 

BARTON’S FRACTURE 

This is a fracture of the posterior superior surface 
of the radius with posterior dislocation of the wrist. 

The etiology is the same as in Colles’ fracture; of- 
ten, however, it is the result of direct crushing force. 

DIAGNosIS 

It is not a Colles’ fracture, because the styloid process 
of the radius is in its normal position with respect to the 
styloid process of the ulna; and further, on running a finger 
down the palmar aspect of the radius on to the styloid, 
the point of tenderness characteristic of a seat of fracture 
is not found. Such a paint of tenderness is found in the 
dorsum of the radius, probably with crepitus.—(Jones’). 

Treatment is the same as for Colles’ fracture. 


FRACTURE 
Colles published his excellent monograph on this 


fracture in 1814 and established definite methods of 
differentiation tetween it and dislocation of the 
wrist. 

This fracture lies, on the average, half to three- 
quarters of an inch above the articular surface, al- 
though Colles originally spoke of the fracture as 
occurring one and half inches above the carpal 
extremity of the radius. 

It has been defined as “A fracture in which the 
radius breaks about three-quarters of an inch from 
the lower end, the lower fragment being displaced 
backwards, and usually rotated towards the ulnar 
side, producing the characteristic silver-fork deform- 
ity.” (Jones®). 

Etiology. It is produced by falls upon the out- 
stretched and pronated hand. Cotton* gives in detail 
the cause of this fracture as follows: 

It is well to keep clearly in mind that Colles’ fracture is 
ordinarily a fracture-luxation of radius and ulna about the 
ulnar head as the fixed point; a rotary displacement in 
which the hand and the lower radial fragment are driven 
backward, to be sure, but are more particularly rotated 
backward about the ulnar head. 

Strangely enough, there are cases in which falls on the 
back of the closed hand have produced, not reversed Colles’, 
but nearly typical Colles’ fracture, oblique upward and 
backward. 

More usually, however, falls on the back of the hand 
seem to produce a transverse fracture, or a fracture ob- 
lique upward and forward. 

Fractures by “arrachement” tend, in fact, to produce 
more nearly transverse fracture, very close to the joint; 
fracture experimentally so produced on the cadaver are 
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apt to be oblique upward and forward. Latterly we see 
these “arrachement” cases not uncommonly as a result of 
“back-firing” in starting automobiles. Such cases show 
transverse fractures low down, or a very nearly horizontal 
splitting away of the radial styloid, as a rule. Not un- 
commonly the displacement is nil and these fractures by 
“arrachement” seem never to give “splintering-up” of 
bones, such as sometimes occurs in the fractures from 
falls, especially in older patients. 

Displacements. Verily has it been said that no two 
Colles’ fractures are alike. Cotton gives an exhaus- 
tive description of the different forms of displace- 
ments. Pilcher in his authoritative monograph also 
takes up the details of the displacements. It is not 
necessary for us to go into this minutely. It will 
suffice to mention: 

(1) The lower fragment of the radius may be 
comminuted and crushed into the lower end of the 
upper fragment without suffering any change in the 
axial relation and there is therefore only a foreshort- 
tening and broadening of its articular surface. 

(2) Simple transverse fracture (chauffeur’s frac- 
ture). A fracture across the full width of the bone, 
most often within an inch, or an inch and a quarter 
above the joint surface. There may be impaction 
with this form or there may not. The transverse 
character of the fracture is, moreover, no argument 
against the presence of extreme backward displace- 
ment or extreme backward rotation. The transverse 
line seems to argue little as to the direction from 
which the fall is received, but the cases in which 
there was fracture by “arrachement” (including the 
cases of “automobile fracture”) seem to belong in 
this transverse class, practically without exception. 

(3) Oblique, upward and backward—the typical 
Colles’ fracture. 

The lower end of the radius is displaced in four 
ways, viz.: backward, upwards, to the radial side, 
and rotated backwards. The styloid process of the 
ulna is usually broken off. 

Concerning the mechanics of the displacement, it 
will be worth to follow the description of Pilcher’: 


The usual, the typical displacement, that characterizes 
the ordinary fracture of the lower extremity of the radius, 
is a movement toward the dorsum of the lower fragment. 
This is the chief cause of the deformity which proclaim 
the fracture. The carpus as it is pressed upwards and 
backwards by the impact of the fall tends to carry with 
itself the fragment of the radius which has been torn off, 
and the extent to which such displacement may go is lim- 
ited only by the resistance of the fibrous bindings that 
hold the parts together and the magnitude of the force 
that the fall has produced. ; 

Outer Displacement of Lower Fragment—The immediate 
effect of the giving way of the radius and the backward 
slipping of the carpal fragment is a movement of rotation. 
in the direction of supination, of the carpal mass arouw 
the head of the ulna. Not infrequently the strain upon 
the carpo-ulnar ligamentous fibers is so great that the 
styloid process of the ulna is torn off. The broken lower 
end of the shaft of the radius is thrust forward and the 
expanded lower articular fragment is made to appear to have 
moved laterally. There is undoubtedly some lateral move- 
ment but the chief element is the one of supinating rota- 
tion which brings the lower fragment into lateral relief. 
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Says Jones®: 

The posterior displacement and rotation puts the joint 
out of true relation to the normal action of muscles; fur- 
ther, the posterior border has several grooves through 
which tendons run, and when this is displaced backwards it 
acts as a check on the tendons and is a very material factor 
in producing functional stiffness. of the wrist. 

(4) Upward and forward clear through the bone 
without causing any forward dislocation of the lower 
fragment. 

(5) Upward and outward. 

(6) Fracture-luxation of the radial styloid—com- 
monly seen in fractures due to the back-firing of an 
automobile. There is little or no displacement. The 
clinical diagnosis depends upon localized tenderness 
and upon the determination of a difference in level 
between the radial and ulnar styloids. 


SYMPTOMS 


Besides the ordinary symptoms of a fracture we © 


should consider the deformity in both the typical 
Colles’ and in the other fractures. It has been so 
customary to speak of Colles’ fracture as a “silver 
fork” deformity that some physicians will not diag- 
nose a case Colles’ when that “fork” is absent, I re- 
call a patient telling me that her physician had said 
that “it” was a fork fracture but no fork “present”. 
The description of Colles in 1814 still holds good. 

Seen from either side, the typical “silver-fork 
deformity” is easily recognized. This deformity 
may rarely be counterfeited by swelling not due to 
fracture, but is almost pathognomonic of Colles’ 
fracture. 

On closer examination we find a change in the re- 
lation of the styloid processes. The tip of the radius, 
instead of being lower than the ulnar tip,.is at the 
same level, or even higher up. On feeling along the 
front of the radius the normal arch is found to be 
flattened out, and sometimes the lower end of the 
upper fragment can be felt. On feeling down the 
posterior surface of the bone it is usually possible 
to make out a ridge, which is the projecting edge of 
the lower fragment. A similar ridge is often to be 
felt on the outer surface. 

Motion is relatively little interfered with, but the 
range of extension of the wrist is better than that of 
flexion. There is usually some tendency to abduction 
of the hand, as well as to backward displacement. 

The other fractures usually show deformity but no 
radial deviation. In many cases it is difficult to tell 
the exact nature of the fracture and a roentgenogram 
becomes necessary for the exact diagnosis. 

DraGNosIs AND DIFFERENTIAL DIAGNOSIS 

The history of an injury coincident with disability 
of the hand should ordinarily make the physician 
think of a fracture. The kind of fracture is, as 
mentioned before not always easy to determine. The 
location of the fracture may be rendered more sim- 
ple by noting the classification above given concern- 
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ing the direction that the lower fragment may take. 
In every case of injury to the wrist following violent 
backward flexion, accompanied with ecchymosis, lo- 
cal swelling and impairment of function, the presence 
of fracture is to be inferred, even though one fails to 
elicit any of the signs that have been mentioned. 

The only conditions from which it has to be dif- 
ferentiated are: (1) Dislocation of the wrist joint. 
Concerning this Sir Robert Jones® says: 

In dislocation of the wrist-joint (radio-carpal joint), a 
comparatively rare injury, the displacement is below the 
radius, and the styloid process of the radius is in its nor- 
mal position and relationship to the head and styloid pro- 
cess of the ulna. In Colles’ fracture the displacement is 
half to three-quarters of an inch above the wrist-joint, and 
even if there is no displacement, tenderness on pressure 
half an inch above the wrist distinguishes a Colles’ fracture 
from any other. Definite pain on pressure localized at one 
point in a bone which is either a common site of fracture 
or in a particular case a suspected site of fracture, is an al- 
most certain proof of one, and should be regarded as such 
till an x-ray photograph proves that there is no fracture, 
and then it is certain that the localized tenderness is due 
to bruising of the periosteum from direct violence, giving 
rise to a localized inflammatory periostitis. 


(2) Madelong’s Deformity, which is said to often 
follow a trauma, has to be differentiated. The onset 
is not sudden. The lower end of the ulna is displac- 
ed upward in the direction of the dorsum of the hand 
and the lower end of the radius generally downward 
and often curved. The bones can be moved on each 
other more than normal bones. Dorsal flexion (ex- 
tension) is limited. Supination and pronation may 
be limited. It is really a subluxation at the radio- 
ulnar joint on the dorsal aspect and an inward and 
dorsal displacement of the ulna. 

(3) Separation of the Radial Epiphysis. Common 
between twelve and eighteen years. While this re- 
sembles Colles’ fracture, there is less displacement 
of the ulna. The periosteum is torn anteriorly but is 
stripped up posteriorly as a sheet. The displace- 
ment of the epiphysis is backward with a backward 
rotation. 

X-Ray 

While in a typical Colles’ fracture one can make a 
diagnosis and treat it at once, still in most cases a 
delay of an additional hour or so for the purpose 
of making a roentgenogram is of no consequence and 
this should be done if possible in every case before 
reduction. It certainly should be taken after the 
reduction, at any rate. Cotton® has stated: 

There are too many cases of breaks called sprained 
wrists, too many cases of breaks “without any deformity”, 
too many cases in which the deformity, supposed reduced, 
is still there. 

One must also keep in mind that many cases give 
rise to legal entanglement. The patient has a right 
to be protected by having an «-ray examination first. 
It is also safer for the physician. We agree with 
Hey-Groves* that: 

It is now universally recognized in the law courts and by 
the lay mind that an x-ray record should form a part of 
the routine treatment of every bone injury, and in the face 
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of this it would be folly to do otherwise than act on this 
view, which, after all, is the common-sense one. The z- 
ray should be taken before the reduction, but if it can be 
managed, the patient should not be shown the +-ray. 


If possible, the fracture should be reduced under 

the fluoroscope. 
TREATMENT 

As I have emphasized, the treatment of lower end 
of the radius fractures is considered rather simple 
and is usually left to the youngest man on the hospi- 
tal staff. Even a recent graduate will try to tackle 
that fracture. It is quite necessary to understand 
that this is a real fracture, necessitating proper treat- 
ment and carefully planned after treatment. Im- 
proper treatment is here more serious than a fracture 
of the leg. I shall try to clearly designate the prop- 
er treatments and to indicate where the failure in the 
results lies. One must remember that to obtain a 
good result three things are necessary: (1) proper 
correction of the displacement ; (2) proper retention ; 
(3) early mobilization, 

Ordinarily all cases should be reduced under an- 
esthesia. With women, children, elderly people as 


well as robust adults with much dispacement and 
muscle spasm, anesthesia is indispensable. 
anesthesia is sufficient. 
nitrous oxide or the primary stage of ether. 
we need is half minute for manipulations. 
Time of Reduction—In a previous acticle (1) I 


Light 
One may therefore use 
All that 


said: “The best time for reducing is immediately 
after the accident. If the fragments remain unre- 
duced, the jagged ends of the bones will cause dam- 
age to the muscles and increase the swelling. Besides, 
the reduction is much more difficult, because of in- 
creased muscular spasm. Some adhesions are also 
formed and organization of the hematoma takes 
place even within forty-eight hours, and in a late 
reduction, these have to be torn. It is therefore ad- 
visable to reduce the fractures as quickly as possible. 
When the lesion is evident, it may be permissible to 
reduce it at once without a roentgenogram, though, 
as mentioned before, it is advisable and safer for the 
protection of the surgeon himself to take a roentgeno- 
gram. If it can be arranged for, it should be devel- 
oped quickly and one should not wait twenty-four 
hours for the result.” 

Reduction :—Let us first consider the reduction of 
a Colles’ fracture. Besides the old method of grasp- 
ing the hand there are several others. Some (even 
such an authority as Speed) advocate what, in my 
opinion, is too much force. It appears to me that 
the methods that are best suited, inflict the least dam- 
age to the soft tissues and are the easiest to apply 
are (1) the Jones’ method and (2) the Cotton 
method. 4 

The former has always given me entiitbunony re- 
sults. Jones’® description is as follows: 

The traditional method of reduction, by taking a grip of 
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the hand as if shaking hands, still appears in text-books, 
It is quite inefficient in any stubborn case, for it is me- 
chanically impossible to try to replace a small fragment 
like the detached lower end of the radius by traction and 
manipulation through a chain of small bones like the meta- 
carpus and carpus through their ligaments. 

To reduce a left Colles’ fracture, the surgeon takes the 
patient’s arm in his left hand, with his own scaphoid tub- 
bercle against the projecting lower end of the shaft. Ue 
then places his right hand on the dorsum of the patient's 
wrist with his own scaphoid on the projecting lower frag- 
ment. A firm grip with a slight traction and twist of the 
wrist completely reduces the deformity. It requires knack 
rather than strength. 

The anterior aspect of the radius has a distinct concay- 
ity at its lower end, and the inferior anterior margin 
projects considerably. If this curve is reproduced reduc- 
tion is complete. 


The Cotton Method?: 

If the ulna is the fixed point about which the hand is 
displaced, make it the fixed point about which one reduces; 
if the hand is displaced in extension, reduce it in flexion, 
if it is displaced in a rotation of supination about the ulnar 
head, reduce in pronation. 

Procedure :—To reduce for instance, a fracture of 


the left radius, the left hand of the surgeon is kept 
on the dorsal aspect of the forearm with the thumb 
on the ulna, the right hand on the lower fragment in 


the same position. 

First traction and rocking with the hand a little extend- 
ed (backward) so as to free the displaced radial fragment 
and the dislocated ulna; then with the thumb under the 
ulna, making it a fixed fulcrum, using the right hand, drag 
the hand into flexion and pronation keeping up traction 
combined with this flexion and rotation. 


Splinting or Immobilization—There are some sut- 
geons who rely so much on the reduction that they 
use no splint at all, merely strapping the wrist with 
a broad band of adhesive plaster. Others, on the 
contrary, use too much splinting. The syllabus® pre- 
pared by the special conference in Boston in 1922, 
advises an anterior and posterior wooden splint with 
cut-out for ulnar styloid and with fingers free. | 
have always felt that it is safer to use some support 
for a short time. Splints do not appeal to me as | 
cannot see how one can apply satisfactorily a flat 
splint on a round limb. 

After the reduction I usually apply two pieces of 
piano felt about three-quarters of an inch thick: one 
on the dorsal aspect of the hand over the lower frag- 
ment three-quarters of an inch wide, the felt ex- 
tending to the outer side of the radius; the second 
piece is about two inches wide and is placed on the 
palmar aspect of the forearm on the upper fragment 
and extends to the inner side of the ulna. These two 
pieces of felt are held with adhesive plaster to the 
skin, then by cross adhesive plaster to each other, 
thus holding the fragments together. A flannel 
bandage is applied snugly enough to produce slight 
pressure. Sheet wadding is next applied. Wadding 
is also put between the fingers to prevent swelling. A 
plaster cast is then applied from the elbow or exter- 
nal condyle of the humerus to the middle of the 
metacarpals posteriorly. The anterior part stops 
short of the thenar eminence. A sling is afterwards 
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used which should support the forearm and wrist 
but not the hand. The sling should be so arranged 
that the wrist is at the level or a little higher than 
the level of the elbow. One must be certain that the 
upper edge of the plaster does not press into the el- 
bow joint. 


AFTER- TREATMENTS 


In carrying out the after-treatments, some (Jones) 
advise no motion at all for three weeks. Others, as 
Speed and Cotton, advise inspection and removal oi 
the splint between the second and fifth day. It is my 
custom to open the case on the fourth day and split 
it into halves. Baking and massage for the hand 
and forearm are then commenced. Of course mas- 
sage should be trusted to one skilled in that and not 
to a “rubber”. The methods used a by me are as 
those of Bucholz?: 


The forearm wth the splint is rested on a table, and the 
bandage cut on the back of hand and forearm. With his 
left hand the operator gently steadies the wrist, avoiding 
direct pressure over the points of fracture. With the 
right hand he massages the muscles of the forearm, using 
gentle stroking, kneading and rolling manipulations for 
three or four minutes. Then a few very gentie, slow, pas- 
sive movements of each finger individually are done in an 
angle of not more than 30 degrees, and the splint is ban- 
daged on again. This treatment is repeated daily, adding 
every day one minute massage, up to ten minutes, and a 
few movements of the fingers, up to ten to fifteen. Gradu- 
ally the massage is to include the tendons of wrist, hand, 
and fingers. Beginning on the first day of the second week 
the splint is carefully removed before treatment. The 
forearm, placed on a hard pillow with the hand hanging 
over its edge, is held by the operator’s left hand in exactly 
the same position as it was on the splint—while with his 
right hand the operator massages, thus gaining freer access 
to all parts of the arm than with the splint in place. 

Thus at the end of the second week, the earliest time 
when in the routine of our hospital, functional treatment 
is started, the swelling should be much reduced, motions of 
the fingers almost completely restored and even the mobil- 
ity of the wrist and forearm improved to a certain extent. 


The palmar half of the plaster cast is left off after 
two weeks and the other half can be discarded one 
week later. A wrist strap or a support of adhesive 
plaster applied over a few layers of flannel bandage 
should then be used for three weeks or longer. 

Reduction of fracture other than Colles’ deformity. 
Where there is no displacement it is immobilized in 
the same position as for Colles’ fracture. While one 
may use wooden splints, it is my custom to use 
plaster of Paris. Baking and massage are begun on 
the second day; active motion on the second to sev- 
enth day. Support is left on for two or three weeks, 
then a wrist strap or adhesive strapping over flannel 
is worn for two to six weeks, 

Where there is displacement but no Colles’ de- 
formity. One should use anesthesia. Use Jones’ 
method of traction without rotation, augmented by 
pressing the thumb down on the lower fragment and 
up on the upper fragment. An assistant makes 
countertraction at the elbow or axilla. Immobilize 
in plaster of Paris (or splints). The hand is in posi- 
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tion of adduction and slight dorsal flexion. The oth- 
er treatments are the same as for Colles’ fracture. 
COMPLICATIONS 

I. Stitfness in the fingers and wrist is caused, not 
so much by hemorrhage or damage to tendons or 
their sheaths at the time of the injury as it 1s by the 
shortening of the muscles from disuse, long im- 
mobilization and incompete reduction. 

2. Arrest of growth of the radius from premature 
ossification of the lower epiphysis may be found, 
though it is rare. 

3. Pain in the shoulders. Most physicians can 
remember that their patients have complained of 
pain in the shoulder aiter having sustained a frac- 
ture, especially a typical Colles’. Many patients 
suttered more from the; showder conditions than 
the hand. ‘The frequency of this occurrence im- 
pressed me so much that 1 have made it a point to 
ask the patient coming to me with shoulder affection 
whether the complaint had not commenced after a 
fracture of the wrist. 

Lhe anatomical explai.ation of this shoulder com- 
puication has beeu thus stated by Jones’: 

_ What has happened is that at the time when he fell on 
his hand he bruised or crushed the shouider-joint cartilage. 
Cartulage, like the cornea, is a non-vascular structure. 
When the cornea is injured, no repair can take place till 
a little leash of new vessels grows in from the nearest part 
ot the sclerotic. When repair 1s compiete, these vessels 
disappear, leaving a fine streak leading from the sclerotic 
to the nebula, which is the cicatrix at the seat of injury. 

Much the same process occurs in an injured joint cartil- 
age. ‘Lhe débris of crushed cells and cartilagmous tissue 
cannot be cleared away till new vessels have grown in, con- 
stituting a process of reparative inflammation. In the in- 
jury ot the shoulder associated with a Colles’ fracture, 
this process starts while the patient has his arm in a sling, 
and goes on quietly without his knowledge. At the end 
oi a fortnight or so the vascularization of the cartilage 
is active, and the effect of movement is to rub the in- 
flamed cartilage and add to the pre-existing injury, con- 
sequently the result of movement is that there is more 
pain. 

The seat of the inflamed area is within the joint, and 
movement is limited and resented in every direction. 

RESULTS 

We can hope to get a perfect result in almost 
every case when proper treatments have been used. 
There are slight deformities left in only a small 
number of cases. These deformities are: 

(1) Weakness of the ulnar side of the wrist. 

(2) Broadening of the wrist. This is especial y 
true in cases where the upper fragment has tele- 
scoped into the lower. 

(3) Shortening of the radius with consequent 
change in the relation of the styloids. 

Late CASES 

Malunited Colles’ fractures of many weeks’ stand- 
ing can be reduced under an anesthetic by manipu- 
lation, or by a Thomas wrench. In some cases it 
may be necessary to perform an osteotomy of the 
radius from the dorsum or from the outer side to 
correct a deformity. It is advisable to correct an un- 


1925 
00ks, 
; me- 
zment 

and 
meta- 
the 

tub- 

He & 
ient’s 
frag- 
the 
knack 
ynCcay- 
argin 
educ- 
ind is 
luces; 
exion, 
ulnar 
re of 
kept 
umh 
nt in 
xtend- 
gment 
ar the 
, drag 
action 
> sur- 

they 
with 

the 

pre- 
1922, 
with 

se, I 
pport 
> as | 
a flat 
es of 

: one 
frag- 
It ex- 
econd 
yn the 
yment 
se two 
o the 
other, 
lannel 
slight 
dding 
ng. A 
extef- 
the 
stops 

ards 


56 AMERICAN 
JourNAL OF SURGERY 


sightly deformity where there is no contraindica- 
tion to it. 
CoNcLUSIONS 

I. Reduction of a fracture of the lower end of the 
radius is a serious operation and should be care- 
fully performed, and not delegated to the youngest 
interne or appropriated by the inexperienced gen- 
eral practitioner. 

2. Lhe typical deformity is that the lower end of 
the radius is displaced in tour ways, viz., backwards, 
upwards, to the radial side, and rotated backwards, 
and the styloid process of the ulna is usually broken 
off. 

3- To obtain a good result two things are of par- 
amount imporiance: (a) correction of the dis- 
placement and (b) early mobilization. 

4. The best methods of reduction are Jones’ and 
Cotton’s. 

5. It is best to begin massage and active exer- 
cises on the third day. 

6. Stittness of the fingers should be avoided by 
early use. 

7. Some slight deformity may remain, especially 
widening of the radius. 

8. Some permanent shortening of the radius may 
result from condensation of the tissue of the lower 
fragment where the upper fragment is impacted 
into the lower. 


g. Shoulder pain is due to the impaction force 
and should be avoided by early baking, massage and 
use of the shoulder and hand. 

10. A roentgenogram should be taken before and 
immediately after reduction, and at short intervals 


during the course of treatment. The patient should 
not be discharged without a final roentgen-ray ex- 
amination. 

Acknowledgment. While most of the cases on 
which these studies were made were treated priv- 
ately, many have been treated at Fordham Hospital 
and | wish to express here my sincerest thanks to 
the general surgeons of the hospital, especially Drs. 
Nicoll, Cunniffe, Harrigan, and Walsh for the priv- 
ilege of treating these cases. 
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ABSORPTION OF TOXINS FROM THE 
PERITONEAL CAVITY 
Ktern, M.D. 
Adjunct Surgeon, The Bronx Hospital 
New York 

I do not know of a better illustration of the rela- 
tion of physiology to surgery than the outstanding 
figure of the late Sir Victor Horsley. His knowl 
edge of, and experiments in physiology brought him 
well deserved fame and gave us the groundwork of 
modern brain surgery. 

Progress in surgery cannot be made unless we 
study the normal function of the particular part or 
organ in question, and the relation of the physiology 
conditions encountered. The rational outcome of such 
study and observation offers a profounder solution 
of its problems. It often forms the basis of a new 
departure in surgery. The varied and discordant 
views held by physiologists and surgeons are due to 
lack of joint study. Research must guide the surgeon 
along certain lines and experience will verify, modify, 
or discard the results of the laboratory findings. It 
is the crystallized deductions of the experimenter 
and the practical surgeon that help to establish defin- 
ite procedure. 

The anatomy of the peritoneum is well known, 
but few pertinent remarks will help to refresh our 
memory. The peritoneal surface is equal to, or 
greater than that of the skin. Thus the individual 
is, as it were, interposed between the skin and the 
serous lining. Its rate of absorption of certain sub- 
stances is only exceeded by the intravenous route. 
This gives us an idea of its immense surface and 
of its importance as a factor in the physiology of the 
body. 

Histologically, it is composed of a layer of poly- 
gonal epithelial cells held together by a cement sub- 
stance. This rests on a connective tissue or basement 
membrane layer. The connective tissue is abundant 
in the parietal peritoneum, but almost absent on the 
intestinal tract. In some places an abundance of 
fat underlies this membrane, as in the space of 
Retzius, pouch of Douglas, etc. But generally, the 
parietal peritoneum is firmly adherent to its under- 
lying structures and is very hard to separate. 

Underneath this connective tissue membrane flows 
the lymphatic stream. This is directed to the 
various intermediary stations or lymph glands, and 
thence to the thoracic duct. This channel begins as 
the cisterna chyli at the level of the second lumbar 
vertebra and empties into the subclavian vein at its 
junction with the deep jugular. The anterior lym- 
phatics of the diaphragm drain into the anterior 
mediastinal glands, thence into the right thoracic 
duct. A good deal of this lymph, however, finds its 
way to the thoracic duct by communicating branches. 
Here we must bear in mind that the lymphatic cit- 
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culation is a closed system very much like the 
arterio-venous circulation. 

From the above considerations, we can readily 
see that the theory of the peritoneum being a huge 
lymph sac is erroneous. The fluid normally found 
in that cavity does not resemble lymph. 

Morphologically, we know that in the lower forms 
of development, the peritoneal and pleural cavities 
are continuous. In the higher forms of development, 
the structure of, and the mode of absorption from 
these two proximal cavities are identical. 

The lymphatics are very active in the young and 
less so in the adult. These studies will explain why, 
in children, an infection of an organ in one cavity 
often gives symptoms of inflammation in the other. 
It often causes a great deal of difficulty to determine 
which cavity harbors the primary infection. 

There is no evidence that special openings or 
stomata exist in any part of the peritoneum. This 
theory, first promulgated by von Recklinghausen, is 
now generally discarded, and I think rightly so. 
These so-called stomata were artifacts due te the 
staining with silver nitrate. 

That the peritoneum is, in the main, a dialysing 
membrane is correct. Many experimenters have 
proven this. I have repeatedly seen hypotonic solu- 
tions, sterile water and diffusible materials enter the 
retroperitoneal tissues in well preserved bodies, dead 
from twenty-four hours to many, many weeks. These 
materials are not to be confused with toxins and 
bacteria encountered in pathological conditions of the 
peritoneum proper. Here the general rule of absorp- 
tion obtained in any permeable membrane holds good 
only insofar as the organ is in a state of health. 
When reaction takes place, the very character of the 
membrane is altered and absorption is either accel- 
erated or greatly retarded. 

Generally, the absorption from the peritoneal 
cavity follows the rule of all permeable membranes ; 
that is, the fluid of lesser concentration enters the 
denser medium. The rate of absorption is very rapid 
at first, but decreases as the osmotic pressure equal- 
izes. The slower the absorption of the toxin, the 
greater is the reaction. 

Fisher and Loeb have shown that the rate of 
absorption is greatly dependent upon the concentra- 
tion of the blood. Thus the ligation of the renal 
vessels, the administration of adrenalin or of any 
substance that would increase the osmotic pressure 
of the blood will accelerate the rate of absorption. 
In animals whose renal blood-vessels have been tied, 
or who were nephrectomized, the administration of 
drugs that increase the osmotic pressure have no 
effect on the rate of absorption. If, as is often the 
case, in pathological conditions, the peritoneal con- 
tents are of a higher osmotic pressure than the blood, 
fluids will enter the peritoneal cavity. 
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C. Achard and L. Gaillard’s experiments have 
shown that the molecular weight is a great factor in 
the rate of absorption of organic materials. The 
higher the molecular weight, the lower the rate of 
absorption. The absorption of organic matter is in 
inversion proportion to the weight of the molecule. 

Thiele and Embleton’s work is instructive. They 
injected bacteria into the peritoneal cavity. These 
appeared in the thoracic duct within two to ten 
minutes. The, bacteria were then found first in the 
heart muscle, next in the lung, and finally in the 
general circulation. 

When the thoracic duct was tied at its termina- 
tion, and the proximal end drained, the bacteria did 
not appear in any of the organs mentioned nor in the 
blood, thus showing that the lymphatics are the ave- 
nues of absorption, and not the blood. 

Dandy and Rowntree’s experiments are widely 
quoted. They attempted to prove that absorption 
from the peritoneal cavity takes place by way of the 
genetal blood stream. Their experiments were well 
conceived but their conclusions were erroneous. 
They used various dyes which are diffusible and enter 
the small blood vessels which lie between the per- 
itoneum proper and the lymphatic stream. These 
dyes appear in the general blood stream first, then in 
the urine. In my own experiments with rabbits I 
found that sulphophenolthalein and other diffusible 
coloring materials appear in the urine within from 
eight to ten minutes and in the thoracic duct much 
later. This holds true for diffusible dyes only and 
is not true of any other material. 

They were, however, the first to point out that, 
whereas absorption takes place about equally from all 
parts of the peritoneal cavity, certain areas do not 
absorb as readily as others. Thus the back, gener- 
ally, is not as rapid in absorbing as other parts of 
the cavity. My own experiments bear this out. I 
found that in all areas where the peritoneum is not 
very adherent, that is, where an abundance of f>’ 
underlies the basement membrane, absorption is 
much slower than in other parts. This explains why 
an exudate into such parts as the back, the space of 
Retzius and the pouch of Douglas does not produce 
the severe, toxic symptoms that the same kind and 
amount of toxin will produce in other parts of the 
peritoneum. 

Professor H. Fuhner found that gases have a wide 
range of absorption time. Thus oxygen is taken up 
in twenty-eight hours, while ether disappears from 
the peritoneal cavity in two minutes. 

Most experimenters found the intraabdominal 
pressure less than the atmospheric pressure. (Pres- 
sure cannot be said to be negative.) In diseases of 
the abdomen it varies greatly, depending upon the 
amount of distention of the intestinal tract and the 
amount of fluid in the abdominal cavity. When the 
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intestines become distended for any length of time, 
some fluid is pressed through. This fluid, together 
with the lessened space causes an increased intra- 
abdominal pressure. More fluid will then enter the 
abdominal cavity from the underlying tissues. Other 
factors influencing the intraabdominal pressure are 
the amount of fat in the omentum and the position 
of the body. In Fowler’s position the intraabdominal 
pressure is more in the lower than in the upper part 
of the abdomen; whereas in the Trendelenburg posi- 
tion, the reverse is the case. r 

Costain’s experiments are both conclusive and 
very instructive. He produced acute peritonitis in 
six dogs by tying the appendix and leaving it in situ. 
Within three days all developed the typical symptoms. 
It is well known that all such animals succumb within 
a few days. In three of the animals, he drained the 
thoracic duct. He obtained positive cultures of 
bacteria common to the intestinal flora of the dog 
through this opening; while the blood was sterile 
throughout. These animals recovered. The three 
dogs that were left to their fate gave positive blood 
cultures and died. This proves that the absorption of 
bacteria and toxins takes place through the lym- 
phatics and not through the blood stream. Costain 
later operated on a young girl for pneumococcus 
peritonitis; he drained the thoracic duct and the 
patient recovered. 


The fluid entering the peritoneal cavity in response 
to a toxin of high concentration, is a very good cul- 
ture medium. In this medium the pathogenic organ- 
isms multiply rapidly. There then is produced a 
peritonitis of short duration, with much fluid of thin 
consistency. These cases dehydrate themselves into 
the peritoneal cavity and often terminate fatally in 


spite of early treatment. Conversely, an actual 
toxin of a very low concentration and cf a small 
molecular weight may enter the peritoneal cavity. 
This may be rapidly absorbed without causing a re- 
action that can be demonstrated macroscopically or 
microscopically. This explains the cases often seen, 
particularly in female subiects, which give all the 
clinical symptoms of acute peritonitis with nega- 
tive findings on the operating table. 

Remembering that the intestinal surface plays but 
a minor role in the process of absorption, the severe 
toxemia and often moribund state of the patient in 
parietal peritonitis is due, not so much to the amount 
of surface bathed by the toxin, but to the rapidity of 
absorption from this part of the peritoneum. 

The fluid found in the peritoneal cavity in inflam- 
matory conditions of the intestines or any constric- 
tion hindering the onward flow of its contents is 
explained in the following way: As was mentioned 
before, the visceral peritoneum is devoid of a sub- 
serous membrane. When the intestines or part of 
it becomes distended, fluid is easily pressed through 
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from within the bowel. Even bacteria are often 
found at the points of constriction. This fluid is of 
a very low osmotic pressure and is easily absorbed 
when the construction is relieved. It is therefore 
not necessary to drain. 

The greatest amount of absorption takes place 
early in peritonitis. As the peritoneum reacts and 
the fibrinous exudate covers the epithelial surface, 
absorption is greatly retarded. It never actually 
ceases, but the lessened absorption enables the bac- 
teria to multiply rapidly and the toxins become more 
and more concentrated. It is at this stage that the 
introduction of a diluent is advocated. 

On this question the pendulum of opinion swung, 
as usual, to extreme points in both directions. It is 
true that flushing of the peritoneal cavity dissem- 
inates the toxins and bacteria to points not previously 
infected ; but the installation of saline or other non- 
toxic fluids to dilute the toxin seems logical and is 
of benefit. It removes some of the fibrin from the 
surface, helps absorption, facilitates drainage and 
hinders bacterial growth. 

It is obvious to every surgeon that drainage at one 
or two points does not drain the whole peritoneal 
cavity. The fluid drained is derived mostly from the 
area surrounding the drain, which acts as an irritant. 
Within a very short time the area drained is walled 
off from the rest of the abdominal cavity. It would 
therefore seem of benefit at the time of operation to 
instill some solution, remove it by suction and then 
leave some fresh solution in the infected area. This 
procedure will stimulate peristalsis to a moderate de- 
gree, remove some of the toxins and prevent many 
adhesions. 

Much has been written on the use of ether in acute 
peritonitis. It is rapidly absorbed, and is said to in- 
crease peristalsis markedly. We must not forget 
that it is also an irritant and as such is apt to injure 
the delicate peritoneal epithelium. 

From the above studies we can formulate the fol- 
lowing principles influencing the absorption of toxins 
from the peritoneal cavity: 

1. The concentration of the substances intro- 
duced, that is its osmotic pressure. 

2. The molecular weight of the toxin. 

3. The osmotic pressure of the blood at that par- 
ticular time. 

4. The amount of toxins free in the peritoneal 
cavity. 

5. The reaction of the peritoneum. 

6. The length of time the toxin remains in the 
peritoneal cavity. 


7. The part of the abdominal cavity into which 
the toxin entered. 


8. The intraabdominal pressure. 
9. The state of bodily rest and position. 
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CoNCLUSIONS 

A. Solid particles are taken up by the omentum 
and are then found in the lymphatic glands and the 
thoracic duct. 

B. Diffusible dyes enter the blood stream first. 

C. Toxins and bacteria are absorbed by the lym- 
phatics and enter the general circulation by way of 
the thoracic duct. 

1930 GRAND CONCOURSE. 
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THE DOUBLE-DECK SUTURE FOR CLOS- 
ING THE ABDOMEN 
A. L. Soresr, M. D. 


New York 
Visiting Surgeon, Greenpoint Hospital, Brooklyn, New York 


The procedure called the double-deck suture is 
intended to obviate most of the difficulties met at 
times in closing the peritoneal cavity. For reasons 
too many and various to he enumerated the periton- 
eum often tears while being sutured, rendering the 
closure of the peritoneal cavity the most tedious, 
lengthy and at times dangerous step of an opera- 
tion otherwise easily and successfully performed. 
The main reason why the peritenenm tears is ob- 
viously because it cannot stand the tension brought 
upon it while approximating its two cut edges. 

The double-deck suture is hased on the principle 
of pulling together the cut edges of the peritoneum 
only after the tension, which is generally put upon 
them, has been taken up by more resistant tissues— 
namely the anterior aponeurosis (of the external 
and internal obliques. ) 

T shall describe two methods of sutures which dif- 
fer only in details, their basic principle being identi- 
cal. In the method shown in figure 1, we proceed 
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thus: a couple of everting mattress stitches are put 
on the peritoneal borders; the first, at the upper 
angle, being tied and one end of the suture cut short. 
A couple of stitches are then put in the anterior 
aponeurosis and pulled taut. A spoon, or other suit- 
able flat instrument, is put under the peritoneum in 
order to prevent any abdominal organ being caught 
in the peritoneal suture. The suture on the peri- 


Fig. 1. Method of alternate closing of aponeurosis and _ periton- 
eum by continuous suture. Lock suture on aponeurosis, F, draws 
and holds cut edges of wound together, then, with no tension on 
its edges, peritoneal suture approximates the peritoneum. 


In this and in figure 4, the peritoneum is shown approximated 
further down than the aponeurosis. This was done in order to 
show the double-deck suture. In actual work, the suture on the 
peritoneum is at the same level as the suture on the aponeurosis. 
toneum then is held taut by an assistant who pulls in 
a direction parallel to the cut edges. Thus by alter- 
nating a couple of stitches in the peritoneum and a 
couple of stitches in the aponeurosis and first pull- 
ing on the aponeurosis suture and then on the per- 
itoneal suture, the abdomen is rapidly and safely 
closed without tearing the peritoneum. This method 
of suture is very rapid and can be applied in prac- 
ically all cases. The second method of suture is 
specially to be recommended in cases of large in- 
cisional hernias, or similar cases, where the proper 
approximation, of the cut edges of the peritoneum 
and, generally, the closing of the abdomen is per- 
haps the most difficult step of the operation. Fig- 
ures 2, 3, 4, are self-explanatory. 

Starting from the upper angle, two stitches,a-b, 
crossing each other, enter both cut edges. Separate 
mattress stitches, each not over three or four mm. 
long, are put on both cut edges, the two ends of the 
catgut coming out on the peritoneum. When a 
sufficient number of stitches have been. placed on 
both sides, the lower angle is secured with two sep- 
arate crossing stitches as done for the upper angle. 
When all these stitches have been placed (figure 
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2) there is a series of stitches parallel to the cut 
edges. Ends a and b of the first two stitches, cross- 
ing each other, are tied together and the ends are 


Fig. 2. Manner of applying separate mattress. inverting stitches 
on the border of the peritoneum. Stitches a-a, b-b1, at top and 
bottom cross each other and close the angles. 


cut short. Then the end of each stitch is tied to 
the end of the next stitch so that br is tied to end 
I, end 2 is tied to end 3, end 4 to end 5, and so on 


Fig. 3. Ends of each stitch are tied to the end of the next stitch, 
Ends a and b are tied together and close the upper angle. 
(figure 3). On the other cut edge, end a-1 is tied to 
1; end 2 to end 3, end 4 to end 5, and so on. 

When all the ends have been tied, the suture of 
the aponeurosis is started. A couple of stitches are 
placed and pulled taut. A suitable instrument, spoon, 
flat blade, etc., is placed between the peritoneum 
and the abdominal organs, as recommended. above 
(figure 3) and ends b-1, 1 of the left side are tied 
to ends a-1, 1 of the right side, ends 2-3 of the left 
to ends 2-3 of the right, and so on. The closure of 
the peritoneum is easily accomplished by placing a 
couple of stitches in the aponeurosis; pull them taut 
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and then tie the corresponding ends of the sutures 
placed on the cut edges of the peritoneum, and con- 
tinuing this alternating suturing of the aponeurosis 
and tying the end placed on the peritoneum until the 
abdomen is closed. 


Fig. 4. Ends of one side of the cut edges tied to the correspond- 
ing ends of the other side. 
(See note under figure 1.) 


It is easily understood that by approximating the 
cut edges of the aponeurosis first the parietal peri- 
toneum is dragged along and its cut edges can be 
approximated without tension and consequently 
without tearing them, thus rendering the closure 
of the abdominal cavity an easy, rapid and safe pro- 
cedure even in the most difficult cases. 

(October 22, 1924). 


ANOMALIES OF THE TESTICLE 
J. Durry Hancock, B.S., M.D. 
Clinical Assistant in Surgery in the University of Louisville 
School of Medicine, 
Louisvitte, Ky. 

In discussing testicular anomalies it is very con- 
venient to follow the classification of Monod and 
Terrillon, in which all such departures from the 
normal are divided primarily into two groups, viz.. 
(a) those of development, and (b) those of migra- 
tion or position. 

Anomalies of development may be manifested by 
an increase or decrease in the size or the number of 
the testes, 

Hypertrophy of the testicle is of little significance, 
occurring, as it usually does, with moderate hyper- 
trophy of all the genital organs, or compensating for 
atrophy or absence of the opposite testicle. 

True anomalous atrophy is practically limited to 
those testes that fail to migrate properly. Atrophy 
from this cause is, of course, much rarer than that 
following trauma or infection. 

In regard to variation in the number of the testes: 
Little need be said of the presence of supernumerary 
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testicles (polyorchism), as they represent an extreme 
rarity. 

The fusion of two testicles (synorchism) has been 
even less frequently encountered. To demonstrate 
positively the existence of this anomaly it is essen- 
tial that two distinct cords be differentiated. 

Anorchism seems to be a more commonly ob- 
served defect. The term implies the complete ab- 
sence of both testicles; unilateral anorchism is prob- 
ably best designated as monorchism. The corre- 
sponding vas and epididymis are also generally absent 
in such cases. 

Monorchism is of no serious consequence, as one 
testis may function quite as satisfactorily as two. 
However, when accompanied by atrophy,—develop- 
mental or non-developmental,—of the one testis 
present, the situation is a most unfortunate one. 

In its descent the testicle may become anomalous : 
(a) by deviating from its regular course (ectopia), 
(b) by failing to transverse completely the normal 
line of migration (cryptorchidism), and (c) by as- 
suming an improper position, although it descends 
along the regular channel to its intended designation, 
the scrotum. When tapping a hydrocele this latter 
condition should always be borne in mind. 

The possibility of ectopia must be eliminated in 
all cases of suspected anorchism, as it is rather easy 
to overlook a testicle in the crural or perineal region, 
especially since the gland is usually somewhat atro- 
phied. 

Misplaced and incompletely descended testicles 
generally have the same etiology. In its descent the 
testis is guided (or “pulled”) by a fold of periton- 
eum which early in fetal life develops into the more 
fibrous gubernaculum. Fibers from this band are 
inserted into the fascia about the external inguinal 
ring, the peritoneum and the saphenous opening ; the 
principal branch, however, in most cases, attaches 
the testis to the lower part of the scrotum, Un- 
usual development of one of the branches, with less- 
ened development of the principal band and other 
smaller’ ramifications, has been believed responsible 
for altering the course of the testicle in its descent. 

The diagnosis of these various anomalies is not 
always as easy as might appear at first consideration. 
Hypertrophy must be differentiated from new 
growth or inflammatory enlargement, and anomalous 
atrophy from that following trauma or infection. 
Here, as elsewhere in medicine and surgery, the 
history of the affection will be quite valuable in 
enabling one to reach proper conclusions. When 
cases of suspected polyorchism are carefully studied 
the “third testicle” is often found to be a lipoma, an 
encysted hydrocele, etc. These latter conditions can 
be rather definitely eliminated by diligent investiga- 
tion, but the microscopic section is the only con- 
clusive test. 
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In synorchism operative demonstration of two 
distinct cords is necessary, and they will always be 
found if the anomaly is truly one of fused testicles. 

The absence of one or both testes may be even 
more difficult to prove. In addition to inspecting the 
scrotum and inguinal canal, one must be careful not 
ta overlook a small testicle in the region of the sym- 
physis and base of the penis, also the area included 
in the peritoneum and loose tissue over the saphenous 
opening in the thigh. It must be remembered, how- 
ever, that even in the absence of testes in these sit- 
uations anorchism cannot be established conclusively 
until operation has proved that there are no testicles 
in the abdominal cavity. The presence of monor- 
chism, ectopia and cryptorchism is either confirmed 
or disproved by the examination for anorchism. 

Improper position of the testis in the scrotum 
should be fairly apparent upon inspection and pal- 
pation. Impaired development of the external geni- 
talia and secondary sexual characteristics will not be 
noted, of course, before puberty; and, indeed, after- 
ward only in those cases where both testicles are 
deficient due to anomalous or acquired conditions, or 
a combination of both. Excessive sexual vigor re- 
sulting from the opposite condition seldom gives 
rise to any symptoms. 

Anomalous hypertrophy requires no treatment if 
one is certain of the diagnosis. It is well, however, 
to examine such a testis occasionally for evidence of 
new growth. 

Atrophy, if limited to one testis, should cause no 
particular concern as there will probably be no symp- 
tom or signs other than the diminution in size. If, 
however, both are rudimentary, glandular therapy or 
transplantation (which will be discussed later) may 
be considered. 

An increase in the number of testicles should also 
be treated conservatively. So long as no untoward 
symptoms develop, it is best not to intervene. 


Monorchism and anorchism, producing} respective- 
ly the same effects as unilateral and bilateral atrophy, 
are treated similarly. Testicles improperly placed 
in the scrotum generally require no attention. 


Cryptorchidism should be corrected before the age 
of puberty, but it seems best not to attempt the 
operation before the child is three or four years old.* 
It must be remembered that there is occasionally a 
tardy descent of the testis, appearing at times as 
late as the end of the first year. Then, too, as the 
child becomes older the genitalia will show some in- 
crease in size, and there is also less danger of his 
soiling or infecting the operative wound. 

It is, of course, very desirable in all cases to bring 
the undescended organ into the lower part of the 

*It is agreed by most observers that operation before the age of 
three years is contraindicated by the diminutive size of the parts and 
the difficulty in keeping the operative field dry. Mixter recom- 


mends intervention between five and twelve years; Bevan six to 
twelve; Eccles six to eight; Moschcowitz “never before three.” 
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scrotum, and this can usually be accomplished by the 
Bevan technic. However, there are unfortunately 
some testicles that cannot be drawn downward suffi- 
ciently. One must then decide between orchidectomy 
and replacement within the abdominal cavity. The 
former has generally been preferred in the past, 
because of the believed likelihood of malignant de- 
generation. Recently, however, this possibility has 
not been considered so seriously, and many now ad- 
vocate the latter procedure with firm closure of the 
internal inguinal ring. If it can be shown con- 
clusively that abnormally placed testicles are no more 
subject to malignant change than are normally placed 
ones,—and a testicle replaced in the abdominal cavity 
is less subject to trauma than a partially descended 
one,—the latter procedure will be more generally 
adopted. It is probably true that early atrophy can- 
not even then be prevented, but certainly the body 
will have had the advantage of at least a few more 
months activity on the part of the gland. 

Ectopia requires the same treatment as cryptor- 
chidism, but here there are fewer opportunities for 
implantation in the scrotum or replacement within 
the abdominal cavity. Orchidectomy, while not only 
more frequently resorted to, may also have to be 
performed sooner, as testes so placed are often sub- 
ject to earlier injuries. 

There still seems much to be learned concerning 
the employment of glandular products and trans- 
plantations in cases of deficient gonadal secretion. 
The results have not been as satisfactory as we 
would like to have seen. This is probably due to the 
close relationship between the testes and other glands 
of internal secretion, and it is to endocrinologists that 
we must look for most of our future enlightenment. 
The thyroid, the pituitary, the adrenal, and even the 
pineal, seem to have an interlocking effect. -To be 
safe one should not promise the patient too much 
from these methods of treatment. Regarding the 
results of the transplantation of testicular tissue 
there is also considerable divergence of opinion. 
Some observers have expressed themselves as being 
quite satisfied with their results, while others state 
they have been greatly disappointed. 

The management of these cases should not be dis- 
missed without consideration of the treatment of the 
unfortunate individual and his reaction to his con- 
dition. Due to the embarrassment and _ physical 
handicaps these patients often become greatly de- 
pressed, and appreciate any attempt to “boost their 
spirits” as well as any treatment that may be pre- 
scribed which promises the least measure of success. 

The following case is believed worthy of detail 
record because it not only illustrates several anom- 
alies of the testicles, but also because the patient pre- 
sented a rather typical mental reaction. 


A. G., was a 19-year-old mail clerk whose chief complaint 
was pain in the right groin of several months. Both parents 


occasic 
His fe 


testicle 
presen 
stated | 
He ap; 
velopm 
strung’ 
He sta 
two or 
emissio 
promis 
his gen 
Oper 
probabl 
and the 
mally 
the lef: 
mately 
soon te 
which ; 
was the 
the ext 
A Bl 
side an 
rather 
His rec 
very m 
to find 
Whil 
there v 
(monor 
ally an 
which 


VoL. 
and 
maliti 
under 
larly. 
severe 
opera 
mange 
ing 
groin, 
effects 
His 
he agi 
been 
tion it 
of vot 
caused 
werg 
tourin: 
with 
physic 
His 
or thi 
only I 
Lungs 
and in 
no rig 
inguin: 
the led 
axillar 
The p 
the diz 
one in 
of 
it. 
Ac 
regions 
What s 
to the ; 
conjunc 
complet 
unlikel 
ternal s 
to take 
430 


Vor. XXXIX, No. 3. 


and three brothers are living and well and present no abnor- 
malities. One sister died of infantile paralysis. While 
underweight and never robust he managed to work regu- 
larly. He had diphtheria twice when quite young, and a 
severe attack of influenza in 1918. ‘He has never been 
operated upon. When nine years of age he fell astride a 
manger while playing in a stable. For a few months follow- 
ing the accident he had rather severe pain in the right 
groin, but this finally subsided with no apparent after- 
effects. 

His present trouble began two or three months ago, when 
he again developed pain in the right groin. The pain had 
been constant, and just prior to his coming under observa- 
tion it became very severe. There had been several attacks 
of vomiting since onset of the pain which he believed was 
caused by the extremely hot weather then prevailing. There 
were no other gastro-intestinal, cardiac, respiratory, or geni- 
tourinary symptoms. Owing to his mental attitude it was 
with considerable reluctance that he exposed himself for 
physical examination. 

His stature was frail, more like that of a boy of twelve 
or thirteen; he was 5’ 2” in height, rather thin, and weighe 
only 110 pounds. Although he stated that he had to shave 
occasionally, there was little evidence of beard on his face. 
His features were those of a child rather than a young man. 
Lungs negative and heart normal except slight enlargement 
and increased rate. His abdomen was scaphoid and showed 
no rigidity or tenderness except over the right external 
inguinal ring which was somewhat enlarged, as was also 
the left, and there was increased bulging on coughing. The 
axillary hair was well-developed and the breasts were flat. 
The pubic hair was very scanty; the flaccid penis was about 
the diameter of an ordinary lead pencil and not more than 
one inch in length. The scrotum resembled that of a boy 
of eight or nine years, and nothing could be palpated within 
it. 

A careful search of the inguinal, crural and perineal 
regions failed to disclose anything that might be taken for a 
testicle. Rectal examination showed a normal sphincter and 


presence of the prostate gland, but no other masses. He 
stated that “he could never remember being like other boys.” 
He appeared very much ashamed because of lack of de- 
velopment, and although known to be emotional and “high- 


strung’ no one had ever suspected his true condition. 
He stated that he had rather frequent erections, and until 
two or three years ago had occasional nocturnal seminal 
emissions. We advised bilateral repair of the hernia and 
promised at the same: time to investigate the abnormality of 
his genital apparatus. 

Operation disclosed bilateral direct inguinal hernia, due 
probably to lack of development of the conjoined tendons, 
and the entire musculature of that region appeared abnor- 
mally weak. No vas, cord, or testicle could be found on 
the left side. In the right inguinal canal a vas of approxi- 
mately normal diameter emerged from the internal ring, but 
soon terminated in a wavy, slightly thickened end from 
which a small fibrous cord extended for about an inch and 
was then inserted into the fascia about the under surface of 
the external inguinal ring. 

A Bloodgood repair of the hernia was performed on each 
side and the right vas was transplanted. The patient had a 
rather firm erection while the dressing was being applied. 
His recovery from the operation was uneventful. He was 
very much disappointed, however, because we were unable 
to find any testicles to implant in the scrotum. 

While the peritoneal cavity was not explored, we believe 
there was a congenital absence of the left testicle and cor 
(monorchism), and that on the right side there was origin- 
ally an undescended testicle (cryptorchidism), atrophy of 
which was hastened by the trauma previously mentioned. 
What sexual development the patient has is probably due 
to the action, several years ago, of the other endocrines in 
conjunction with that testis, which even then was practically 
completely atrophied. It would seem, therefore, that he is 
unlikely to develop much more as a result of his own in- 
ternal secretions, and for the time being has been instructed 
to take pluriglandular extracts. 

430 Francis Bumpine. 
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HEMORRHOIDS IN PREGNANCY* 
CurTICE Rosser, M.D. 


Proctologist, Parkland Hospital, 
Datias, TExas 


Perhaps the most classical description of this 
common complication of the parturient state is found 
in the writings of Francis Ramsbotnam, obstetrician 
to the London Hospital in the first half of the nine- 
teenth century. “Hemorrhoids, or piles,” he states, 
“dependent on a varicose condition of the hemor- 
rhoidal veins, are often very troublesome under the 
puerperal state, and some females are subject to 
them after labour, who experience no inconvenience 
at any other time”. His observations were that they 
often appeared one or two days subsequent to the 
birth of the child, were highly irritable and painful 
and often acquired the size of a large grape or even 
a pigeon’s egg, protrusion from the sphincter occur- 
red, followed in some cases by a gradual reduction in 
size and withdrawal within the anus, from which 
they reappeared at the next labor; in others, con- 
tinuing to reappear after bowel movements, to the 
great annoyance of the patient. Ramsbotham’s rec- 
ommendations for therapy included the application 
‘of leeches to the piles, hot fomentations, and an oint- 
ment of hog’s lard and opium. 

The frequency of occurrence of the condition is 
variously estimated, De Lee stating that varices 
of the legs or of the vulva or the hemorrhoidal plexus 
are found in the majority of pregnant women, and 
that they are marked in 20%. Jellett and Madill, of 
Dublin, believe that hemorrhoids and varicose veins 
are of constant occurrence during pregnancy, as a 
rule being slight in degree, and passing off; but 
in some cases being severe, and persisting after the 
puerperium. Practically all observers have agreed 
that pregnancy serves either to initiate or to aggra- 
vate hemorrhoids. 

Allingham, a distinguished proctologist of the 
last half of the nineteenth century, made the follow- 
ing observations of his experience: “During preg- 
nancy external venous hemorrhoids are frequent and 
these may, and often do, pass away after labour, in 
common with varicosities of the legs, labia, and va- 
gina, but the reverse is the case with regard to in- 
ternal hemorrhoids; these most frequently make 
their appearance after parturition, when all the parts 
are relaxed and uterine involution is going on”. A 
possible comment of the foregoing would be that 
while protrusion may first occur after labor, the in- 
ternal hemorrhoids themselves probably antedate it. 

The explanation of the phenomenon under dis- 
cussion lies in a combination of factors, the pelvic 
congestion of pregnancy, together with the mechani- 
cal interference with the return circulation caused 
by the bulk of a gravid uterus (Hirst) predisposing 


* Read before the Section on Gynecology and Obstetrics, North 
Texas Medical Association, December, 1924. 
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to the varicosity or increasing varices already pres- 
ent. Pressure,.as it passes over the left aspect of the 
sacrum anterior to the left common iliac, on the 
inferior mesenteric vein which receives the return 
flow from the higher part of the hemorrhoidal plexus 
(by way of the superior hemorrhoidal) would pre- 
dispose to internal hemorrhoids, as obstruction of 
the hypogastric vein, receiving the blood from the 
lowest part of the plexus (by way of the inferior 
hemorrhoidal and pudendal) might be expected to 
produce external piles. To these factors must be 
added the trauma of labor itself, with dilatation of 
the sphincter muscles and levators, and temporary 
but tremendous increase in the local. congestion, 
agencies that also explain the complications that are 
often seen in the puerperium,—fissure, hemorrhage, 
protrusion, granulations, thrombosis and more rare- 
ly gangrene. 

The suggested presence of a “pregnancy ferment” 
causing general varicosity, seems discredited by the 
fact that none occurs in the upper part of the body. 
Ada Stubel (in Medizinische Klinik, 17, 1325) sug- 
gests that there is a general loss of venous tone from 
nervous or endocrine influences, although the same 
argument would seem applicable in this case. 

The palliative measures that might be expected to 
alleviate the condition, as well as its prophylaxis are 
simple. Prevention of constipation by means of diet 
and exercise is of course mandatory. But just as im- 
portant is the substitution of such agencies as agar 
and liquid petrolatum for salines and cascara when 
constipation is present, as a soft stool is essential, 
and the straining from multiple actions following 
harsh cathartics will often precipitate protrusion or 
induce hemorrhage. 

When protrusion is present, prompt reduction, 
with the knee-chest position frequently assumed, and 
the routine use of the bidet or warm sitz bath, is 
helpful, during both pregnancy and the puerperium. 

The question of surgical correction of the situa- 
tion was perhaps more in doubt when the removal of 
hemorrhoids was a more dangerous procedure. The 
use of general anesthesia and the clamp and cautery 
upon a pregnant woman was rightly a questionable 
step even in the presence of serious symptoms. 

The modern technic for hemorrhoidectomy, em- 
bracing local anesthesia, absence of traumatic divul- 
sion of the sphincters to cause bladder disturbance, 
and the excision and ligation of the piles, permits 
bowel function in 48 hours when necessary and can 
be performed without fear of interruption of preg- 
nancy. 

We may perhaps agree on certain situations that 
suggest or reyvire surgical intervention: 

1. The presence at the outset of gestation of hem- 
orrhoids, certain to prove annoying when aggrav- 
ated by continuation of pregnancy. 
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2. Complications, such as excessive bleeding, ul- 
ceration or gangrene. 


3. Thrombesed external piles, where removal of - 


the clot and redundant skin under local anesthesia 
will correct an otherwise annoying situation. 


TREATMENT OF FISSURE AT THE ANUS 
(Irritable or Painful Ulcer) 
Cuarces J. Druecx, M.D. 
Professor of Rectal Diseases, Post-Graduate Hospital and 
Medical School, 
CHICAGO 
Every fissure should be dealt with promptly and 


thoroughly not only for the immediate relief from 
suffering but to avoid the possibility of septic infec- 
tion spreading to the perirectal fossa and thus orig- 
inating a perirectal abscess or fistula. 

The treatment of fissure may be either non-opera- 
tive or operative according to the individual indica- 
tions. When the ulcer is due to syphilis, polypus, 
papilloma or proctitis treatment is directed to them 
rather than to the fissure. 

Two general principles govern the treatment of 
fissure: I. rest; 2. drainage. 

Opiates and sedatives increase constipation there- 
by increasing the trauma and pain and are to be in- 
terdicted. Constipation must be relieved and the 
stools kept mushy or soluable. 

PALLIATIVE TREATMENT. 

Laxatives are to be used very guardedly. Salines 
produce very irritating liquid stools, and resinous 
cathartics, like podophyllin and aloes, are also ob- 
jectionable because of their effect on the colon. The 
old fashioned remedy of sulphur and cream of tartar 
or the more modern remedy of phenolphthalein may 
serve well in selected cases. Before each defecation 
the patient should take an enema of an ounce of olive 
oil or glycerine, using a soft rubber ear syringe, to 
soften the fecal mass and assist in its easy evacua- 
tion. 

Following defecation, and also night and morn- 
ing, the patient should sit in a hot sitz bath, and 
cleanse the anus with cotton swabs that any irritating 
substance in the fissure may be washed out. The 
parts should then be dried, and a mild dusting pow- 
der and a piece of gauze placed between the buttocks 
that any secretion may be absorbed. A short rest 
may be necessary following the defecation to relieve 
the patient from exhaustive suffering but usually he 
will be able to attend to business until the next bow- 
el movement, 

The diet must be arranged so as to exclude arti- 
cles that leave much residue or produce hard, packed 
stools. 

In recent fissures before the wound edges ar: 
thickened or undermined and before pus burrowing 
has occurred local dressings are of much value. 

A conical, fenestrated speculum is carefully in- 
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serted with the shutter over the fissure, the shutter 
is withdrawn and the speculum gradually opened, 
bringing the fissure well into view, when it is careful- 
ly painted with pure ichthyol. It is often well to 
alternate this with applications of balsam of Peru, 
20 percent. in castor oil. Sometimes this occasions 
a spasm of the sphincter for a time after the treat- 
ment, but this may be avoided by smearing the field 
promptly with equal parts of ung. strammonii, ung. 
belladonnae and ung. hydrastal. 

A cure should be accomplished by this course in 
two to four weeks and sometimes with only a few 
treatments. If relief is not obtained within this 
time the fissure should be treated surgically. When 
the sphincters are hypertrophied and spasmodically 
contracted, or the ulcer is deep with indurated and 
undermined edges, or the sentinel pile has developed, 
or the muscle wall is exposed, the local measures out- 


Figure 1. Infiltration of the area about the fissure. 


lined above are not sufficient. This course of treat- 

ment, although only palliative in the severe cases, is 

curative in the more recent fissures, however. 
OPERATIVE TREATMENT 

When the sphincters are hypertrophied the wound 
edges swollen, or the sentinel pile present, any treat- 
ment short of surgical removal will not be successful, 
but it is sometimes very much appreciated if we will 
relieve our patient temporarily and keep him com- 
fortable during the day or two before the operation. 
To this end the fissure is cleansed and exposed as 
described above. 

A cotton-tipped probe, tightly twisted, is dipped 
into pure phenol, liquified by heat, and the acid per- 
mitted to crystallize on the cotton. The entire floor 
and sides are thoroughly cauterized until the whole 
surface turns white, being careful that the acid does 
not touch any surface that it is not intended to cau- 
terize. A similar tipped probe is now dipped into 
dilute alcohol and the outer edges of the fissure are 
swabbed off. This limits the action of the phenol 
to the parts to which it was applied. 
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This treatment will render the sufferer compara- 
tively comfortable for a day or two, and he should 
be instructed to return for another treatment as soon 
as any pain recurs. At this second treatment the 
fissure is well cleansed, all of the cauterized tissue is 
removed, and the phenol and alcohol are again ap- 
plied. 

Excision of the Fissure. Depending upon 
the extent of the lesion and the temperament of 
the patient, a local or general anesthetic may be pre- 
ferred. The surgical technic is the same in either 
case. If a local anesthetic is decided upon, the peri- 
anal skin and the sphincter must be carefully and 
completely anesthetized. One-half percent. apothesine 
may be used for the cutaneous infiltration. The 
patient is placed in the exaggerated lithotomy posi- 
tion, the skin in the posterior raphé one inch back 
from the anus, where it is sensitive, is touched with 


Figure 2. Excision of the fissure. 


Note V-shaped gutter formed 
by the wound to provide drainage. 


phenol on a swab and after waiting a few minutes 
the skin is picked up between the thumb and fore- 
finger of the left hand and the needle is introduced 


at the cauterized spot. (figure 1). A few drops 
of the apothesine solution injected here causes a 
wheal to arise and after waiting a few minutes the 
needle is advanced and another wheal is made while 
the needle is carried forward just under the skin at 
a distance of one-half inch from the anal opening. 
When the needle has been advanced its full length on 
one side it is retracted to the posterior commissure, 
but not withdrawn from the skin, and the infiltration 
is catried up on the other side of the anus. When 
the full depth of the needle has been reached on both 
sides of the anus it is withdrawn and inserted at the 
most anterior wheal just made and the infiltration is 
continued to the anterior commissure and around 
on the opposite side until the wheals meet those 
previously produced. In this way the whole opening 
is anesthetized while the needle is always one-half 
inch out from the edge of the mucous membrane. 
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This procedure blocks the inferior sphincter nerves. 
When the cutaneous infiltration reaches the anal 
fissure the needle is carried down beneath the base 
of the ulcer, and its surroundings, including the 
sentinel pile, are well filled. It is sometimes neces- 
sary at this time to place a cotton pledget wet with 
2 percent. apothesine into the fissure. Wait ten 
minutes for anesthesia to be complete and then care- 
fully introduce the left index finger into the rectum 
above the external sphincter, hook the finger over the 
muscle and by slight traction draw it down and 
steady it while a needle at least 244 inches long is 
passed through the skin at the anesthetized bullae 
into the sphincter muscles and 10 minims of 0.5 per 
cent. quinine and urea solution are deposited in the 
substance of the muscle. This deep injection is made 
on either side of the region of the fissure and in one 
or two distant parts of the sphincter. After wait- 
ing I0 minutes to insure complete analgesia the fis- 
sure is grasped at its upper extremity with a toothed 
forceps. Longitudinal incisions beginning above the 
fissure are made on either side of it; each incision 
slanting inward until it meets its fellow beneath the 
ulcer, making a V-shaped wound, (figure 2), the 
two incisions uniting again externally below the fis- 
sure. At its upper limit the incision is superficial 
and involves only the mucous membrane, but at the 
lower border or skin terminus the incisions are a 
half inch in width and carried to nearly an equal 
depth. By this technic the base of the fissure is re- 
moved deep enough to expose the muscle wall and 
the outer end of the wound extends well out onto the 
skin to facilitate drainage. 

The sentinel pile, if present, is included in the 
parts cut away, and also any papilla or small 
polypoid growths at the upper end of the fissure, 
which might fall into the rent and hold the wound 
apart. 

A small branch of the inferior hemorrhoidal vein 
is frequently divided during the excision, but it is 
seldom necessary to ligate it. Firm pressure with a 
hot compress soon checks the hemorrhage. 

Sinuses burrowing under the mucous membrane 
exist in many cases of fissure and must be sought 
for with a probe—every slight variation from the 
usual appearance of the base or edges of the wound 
must be carefully explored with the probe. Some- 
times they are quite superficial and at other times 
they are found in the floor of ulcer. Later, as heal- 
ing progresses, any sluggish patches are to be care- 
fully explored and a sinus will usually be found 
leading from them. Whenever these channels are 
found they are incised their whole length. 

Swollen or inflamed anal folds coexisting with 
the fissure should be incised and probed, and if a 
channel is found it should be widely opened at once. 

Unless all of these tumors and sinuses are prop- 
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‘erly removed and all redundant skin is removed 


from about the fissure a failure to cure will result. 

In cases of long standing where the sphincter is — 
hypertrophied it will need divulsion by a careful and 
thorough kneading. With one pr more fingers 
gently introduced the entire circumference of the 
bowel may be massaged until the sphincters finally 
will be quite soft and pliable and all adhesions are 
broken up. If a general anesthetic is administered I 
prefer nitrous oxid gas and oxygen. Under this 
anesthetic there is not the muscular relaxation of 
ether or chloroform anesthesia, so that the operator 
is better able to determine the force and time re- 
quired to satisfactorily dilate the sphincters. 

Technic of Dilatation. Divulsion of the sphinc- 
ters, literally interpreted, means to “tear or rend 
asunder”—and that is what usually occurs when the 
patient is chloroformed and the muscles are 
stretched by thrusting the thumbs through the anal 
sphincter and dragging them sideways until they 
touch the ischial tuberosities. But such brutal 
traumatism is unnecessary. What we wish to accom- 
plish is simply to overcome the exaggerated con- 
tractility of the sphincter. 

One index finger or a thumb is introduced through 
the anus and slowly but firmly rolled round and 
round, thus massaging the irritated fibers until they 
soften. Two fingers are then introduced and 
the procedure further continued until the whole 
sphincter muscle is flabby and pulplike. This re- 
quires perhaps ten minutes treatment. Do not hurry 
the work. Sometimes very gentle manipulating will 
suffice, and sometimes firm pressure is needed. The 
mucous membrane must not be torn nor any bleeding 
produced, although extravasation of blood into the 
cellular tissues about the anus may .occur. 

Dilatation should never be carried to the degree of 
divulsion which endangers paralysis, but only suf- 
ficiently to break up the adhesions that have formed 
about and beneath the ulcer and to reestablish free 
circulation in the tissues, restoring normal elasticity 
and expansibility and preventing the constant or 
spasmodic contractions. During the dilatation the 
sphincter muscle should be thoroughly massaged and 
manipulated between the fingers. 

When but a moderate degree of dilatation is re- 
quired it may be performed under local anesthesia 
and by careful preparation of selected cases consider- 
able dilatation may be accomplished. Not all 
patients are of suitable temperament for such manip- 
ulation and a general anesthesia is often required. 

In the case of children this same plan is carried 
out in a little different manner. The nurse dilates 
the sphincter by putting a rubber finger cot on her 
little finger and after anointing it well with the 
soothing ointment above mentioned, carefully in- 
serts it into the bowel, going up a little higher each 
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day. If the pain is too severe the fissure should be 
touched with cocaine solution. Following this treat- 
ment the soothing ointment should be,applied about 
the fissure externally. 

After Treatment. The whole wound is now well 
anointed with heavy petrolatum and the wound 
packed with paraffined gauze laid in narrow layers. 
A light anal dressing with adhesive strips concludes 
the dressings. 

In 24 hours the gauze packing is removed. This 
removal is painless, quite a contrast to a dry gauze 
packing which becomes filled with granulations and 
blood clots. As the gauze is removed the wound is 
flushed well with saline solution or water and these 
flushings are repeated once each day and also fol- 
lowing each bowel movement, until the field is com- 
pletely healed, which requires about three weeks. 
During these dressings the edges must be carefully 
separated by the attendant pulling the buttocks apart. 
The whole wound is exposed and regeneration de- 
velops from its base. Particular attention must be 
given the upper limit of the wound and also the 
lower outlet that perfect drainage may be provided. 

By this procedure the cure is absolute and the 
relief of pain is practically immediate. There is 
some burning pain from the cut wound, but it is 
trivial in comparison to that due to the fissure, and 
it soon passes away. 

It is advisable, although not necessary, that the 
patient keep his bed for a day or two after the opera- 
tion. His bowels are easily confined for two or 
three days by keeping him on a liquid and absorbable 
diet. 

On the evening before the bowels are to be 
emptied the first time he is given a level teaspoon- 
ful of compound licorice powder and early the next 
morning he is given, through a soft rubber catheter, 
an enema of 8 ounces of soap suds or mineral oil. 

The evacuations are thereafter kept free and the 
movements soft, and after each defecation the 
patient should take a warm antiseptic sitz bath. There 
may be a temporary incontinence following this oper- 
ation, but this disappears as the wound heals. When 
the fissure has existed continuously for several 
months, or when it has been operated upon and has 
not healed promptly, the possibility of syphilis will 
call for a blood examination, and also tuberculous, 
anemic or rheumatic factors. must not be overlooked. 

Irritable ulcer at the anus associated with catarrhal 
inflammation within the rectum is obviously not 
amenable to operation but demands treatment of the 
underlying cause. Local irrigations of 20 percent. 
solution of krameria will give much relief in these 
cases by relieving the irritating mucous discharge. 

There are many factors besides the ulcer itself 
that require attention at the operation and during 
the after-treatment. 
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There has been a long train of local disease lead- 
ing up to the development of the fissure and these 
factors must be remedied. The patient is very apt to 
neglect himself as soon as his painful symptoms are 
relieved but the physician must impress upon him the 
serious nature of the disease and the importance of 
the continued treatment for the required length of 
time. 


THE DANGER OF NEGLECTING AN EX- 
TERNAL THROMBOTIC HEMORRHOID 
J. F. Montacue, M.D. 

New York 


From the Rectal Clinic, University and Bellevue Hos- 
pital Medical College. 

In the average case treatment of external throm- 
botic hemorrhoids is a relatively simple matter. In- 
cision, evacuation of the clot and packing of the 
wound gives instant relief and good after-care will 
result in complete success. But what happens to a 
thrombotic external hemorrhoid that is not treated 
surgically? Do they cure themselves or do they re- 
sult in something more serious? There are, of 
course, many patients who dread the knife in even so 
small a procedure and who will suffer untold dis- 
comfort to avoid it. Such persons will usually ab- 
sent themselves as soon as one suggests surgical 
treatment, they will try one or more of the many 
salves or suppositories offered as “cures” for piles. 
It is my purpose here to inquire into the develop- 
ments in this class of patient. 

In the last three years I have been able to trace, 
in several cases, a history that definitely placed the 
responsibility for a rectal disease on a preexisting 
external thrombotic hemorrhoid. Following is the 
most convincing instance that occurs to my mind: 

A middle aged man, who had never been ill before 
with the exception of the usual diseases of childhood, 
of late years had led a more sedentary life than usual 
and in consequence had become subject to occasional 
attacks of constipation. During one of these periods 
that, while straining in defecation, he felt a sharp, sting- 
ing pain on the right side of his anus. The pain con- 
tinued throughout the following day and he found that 
a lump had formed at the point where he felt the pain. 
Becoming alarmed, he consulted a physician, who ad- 
vised immediate incision and evacuation of the clot. The 
patient, however, fearing what seemed to him a formid- 
able operation, excused himself and upon the advice of 
a friend applied ichthyol ointment. In addition, at the 
advice of another friend, he used several boxes of 
ichthyol suppositories and a hot water bottle. For sev- 
eral days his discomfort increased. At last the pain 
and throbbing reached a point where he could tolerate 
it no longer. He called a physician, who told him he had 
a rectal abscess and should be operated upon immediate- 
ly. After much persuasion, he finaJly agreed to submit 
to this on the following day, but during the night the 
abscess broke and he felt so much relief that no amount 
of persuasion could induce him to allow the operation. 

For some weeks following this the patient had a dis- 
charge from the place where the abscess had been. His 
physician warned him of the danger of fistula formation, 
but as the discharge finally ceased, the advice was dis- 
regarded. A few months later another abscess formed 
in exactly the same position, but, confident in the powers 
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of his suppositories, he refused surgical aid and the ab- 
scess broke again, this time into the rectum. In the 
six months following this, he had no less than three such 
attacks. During these, however, he had allowed a sur- 
geon (a different one again) to “lance” them after freez- 
ing with ethyl chloride. The scars of these punctures 
were about three-eighths of an inch in length and the 
amount of drainage accomplished may be estimated 
therefrom. Throughout the latter four months of this 
time the patient had a host of muscular and joint pains 
which were variously diagnosed as sciatica, neuralgia, 
muscular rheumatism and rheumatic arthritis; and he 
met with further tribulation in the occurrence of a se- 
vere influenzal attack. In a few weeks he recovered 
from this, though it left him very weak. Perhaps it was 
this that lowered his vitality sufficiently to permit the 
events which followed. 

About a month after his influenzal attack he was af- 
flicted with a generalized furunculosis and endocarditis. 
Staphylococcus aureus was found in cultures from his 
turuncles. His blood culture was negative. With med- 
ical care these two conditions were controlled, but his 
rheumatism persisted. Strangely enough in the months 
ot endeavor to cure his rheumatism, not even a sugyes- 
tion of a rectal examination had been made by any of 
his attending physicians. 

At about this time the patient apparently threw dis- 
cretion and pride to the wind and hinted to his physician 
that perhaps it was his rectal trouble which was causing 
all the trouble. At this hint the physician made an ex- 
amination, and referred the man to a rectal surgeon for 
treatment. At operation, then readily agreed to, a large 
chronic ischio-rectal abscess was found with a fistulous 
tract leading into the anal canal. The cavity was laid 
wide open, curretted and packed. At the present writing, 
six months later, the abscess and fistula are cured and 
the patient is free from rheumatism, though he still has a 
heart murmur. 


I readily agree that the sad train of events de- 
scribed above does not occur in every case. At least 
part of the trouble could have been avoided by a 
more cooperative frame of mind on the part of the 
patient. However, the possibility must be conceded 
that all external thrombotic hemorrhoids may be- 
come infected. Equally certain it is that many of 
them do become infected. - This conclusion is based 
on the history given in many cases of rectal abscess 
and fistulae. 

‘There can be but one conclusion to be drawn from 
the circumstances: external thrombotic hemorrhoid 
should be treated surgically. 

540 ParK AVE. 


RETROPERITONEAL SARCOMA WITH 
METABOLIC DISTURBANCES 
WitiiaM Lercuner, M.D. 

Attending Surgeon, Mount Sinai Hospital 
Hartrorp, Conn. 

This case is reported for its unusual clinical as- 
pects, the metabolic disturbances associated with it 
and the difficulty of diagnosis. 

Hisiory: N. C., Italian, aet. 48 years, married, who had 
not been outside the United States for many years, entered 
Mount Sinai Hospital, September 19, 1924, complaining for 
approximately one month of a gradual loss in weight and a 
coincident enlargement of the abdomen. Previous and fam- 
ily histories irrelevant. Present illness: About a month 
ago the patient lifted a heavy case. The next day he noticed 
that the abdomen was ggg and that there was a large 
swelling on the right side. This gradually increased in size. 
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There was some discomfort, but no real pain. During ihe 
month he vomited a few times. The appetite was good and 
the bowels normal. At no time were there any chills or 
fever. After a cystoscopy done in a physician’s office, there 
was some hematuria, but this symptom, not present prev- 
iously, lasted for only 24 hours. 

Physical Examination: A well nourished white male, 
lying comfortably in bed. The expression does not evidence 
pain. The skin is dark. The tongue is moist, not coated. 
There is a foul breath. The teeth are normal. The con- 
junctivae are pearly blue. The pupils react to light and ac- 
commedation. The ears are normal. The neck is normal. 
The chest is well formed. The cardiac dullness is slightly 
increased to the left but the sounds are strong and there 
are no murmurs. A few fine crepitant rales may be heard 
at the bases posteriorly, but the lungs are otherwise normal. 
The abdomen is distended, the right side being much more 
elevated than the left. The entire right side is occupied by 
a mass extending mesiolaterally from about 2 inches to the 
left of the linea alba to an indeterminate point in the right 
lumbar region; and cephalocaudally from under the ribs 
to the right iliac fossa. The border may be easily out- 
lined. The mass feels superficial. There is no crepitus over 
it. It is firm, not tender, somewhat movable, although on 
changing the patient’s position the excursion of the mass is 
very limited. There is no pain on light handling or deep 
pressure. There is no abdominal rigidity. The liver edge 
cannot be made out easily. It was the opinion of some that 
there was a distinct separation between the mass and the 
liver edge, but most of us could not be convinced of this. 
The spleen was not palpable. Lumbar punching did not 
elicit any tenderness over the kidneys. Physical examina- 
tion otherwise essentially negative. 


Urinalyses 


| Acid | 

Vol, eclSp. Gr. Alb. | Sugar I|Bodies! Microscopic 
1029 | none a none ; few w. b.c. 
none . none | epith. cells 
none x none | w. b. c. 

none none b. c. 

none ° none | w.b.c. 

none none 
none 


none none | granular casts 
none r none | granular casts 
none | hyaline casts 
none none | few casts 


At no time was there any Bence-Jones protein in the urine. 
Because of the sugar in the. urine, Dr. Orin Witter, at- 
tending physician, was called in and he put the patient on a 
diet of 20 grams carbohydrate, 100 grams protein and 75 
grams fat in addition to 15 units of iletin three times a day. 
This rendered the patient sugar-free with the exception of 
a few days about a week after he was operated upon. Fur- 
ther treatment with iletin cleared this up. 


Blood 
| White Eosino 
Date Hgb. | Red Celts| Cells Polys. philes 
Sept. 24 90% 4,930,000 5, 800 6 10 
Sept. 6,000 7 8 
Oct. 90% 4,900,000 8,200 5 6 
Oct. 26 60% 2,999,000 


The blood sugar on the day after admission was 444.4 
mg. per 100 c.c. which went down to 260 mg. and then to 
160 mg. under the influence of iletin. The non-protein 
nitrogen was 32 mg./100 c.c. Wassermann reaction nega- 
tive. The coagulation time was from 9 to 14 minutes on 
different occasions. 

A phenoltetrachlorphthalein liver function accord- 
ing to the method of Rosenthal,’ made by Dr. M. J. Radin, 
showed 3% of the dye in the blood in the first specimen (15 
minutes) and none in the second (1 hour). The liver re- 
tained 97% of the dye in the first 15 minutes. 

The stools showed no intestinal parasites. 
ture ranged from 99.3° F. to 102° F. 

Roentgenograms by Dr. B. Zeman: “Fluoroscopic and 
radiographic examination of the gastrointestinal tract shows 
the stomach pushed over to the left side. The duodenal 
cap fills out and is apparently normal. After 6 hours the 
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meal lies evenly distributed throughout the large intestine. 
Conclusions: negative gastrointestinal findings. Radio- 
graphic examination of the genitourinary tract shows the 
left kidney well defined and somewhat enlarged in size. 
There is no shadow at all on the right side.” 

Cystoscopy by Dr. A. B. Backus: “The trigone is con- 
gested and edematous. Both ureteral orifices are easily seen, 
but the catheter would pass but one inch on the right side, 
although many sizes and shapes were used. This was 
attempted four different times. The left ureter was catheter- 
ized twice out of the four times. At the second attempt 
10 cc. of methylene blue dye was given intravenously 
and was seen to come from both ureteral orifices in 5 
min., which excludes a block of either ureter. No diag- 
nosis could be made by the cystoscopic findings. Pre- 
operative provisional diagnosis: cyst of the right kidney.” 

Diagnosis: We were at sea as to the diagnosis in this 
case. An eosinophilia of 10%, bluish conjunctivae a uni- 
form painless abdominal mass whose upper border could 
not be distinguished from the edge of the liver led some 
of us to the conclusion that we were dealing with an 
ecchinococcus cyst of the liver. The glycosuria, the hyper- 
glycemia and the negative liver function test convinced 
others that the lesion was in the pancreas. On the other 
hand, the history of traumatism and hematuria, the size of 
the mass, roentgen findings and cystoscopic result made it 
impossible to ignore the right kidney as the seat of the 
trouble, and some of us thought that we were dealing with 
hydronephrosis or hypernephroma. There was no hematuria 
while the patient was in the hospital, due, in my opinion, to 
pressure by the mass on the pelvis of the right kidney, the 
urine being extracted from the left kidney only. 

Operation and Course: The patient being free from sugar, 
we proceeded October 9, 1924, with the operation. A trans- 
verse abdominal incision was made over the greatest prom- 
inence of the mass. It was at once seen that we were 
dealing with a retroperitoneal growth. An attempt was 
made to shell this mass out retroperitoneally, but without 
success, so the transperitoneal route was adopted. The growth 
could be felt extending under the ribs above and as far 
as the ilium below. Because of many adhesions it was not 
easv to deliver the mass. The duodenum was adherent to 
it on its Jeft side. The cansule was incised, the hand 
passed to the lower pole of the growth. a line of cleavage 
was found, the mass was shelled with dull dissection, easily 
delivered and removed. There was some venous oozing 
and it was thought best to pack the cavity and leave 
part of the nacking in the wound. The peritoneal cavity 
was closed off. a cigarette drain inserted and the layers 
closed in the usual manner. 

The patient was given an hypodermatoclysis of 300 c.c. 
saline solution and digifoline hypodermatically before he left 
the table. His first 24 hours were stormy with a pulse of 
130 to 132, respirations 40 to 46 and a temperature of r1or° F. 
The next day he was somewhat improved. The dressing 
was now changed, the packing released about % inch and 
it was observed that there was some bleeding in the wound. 
This was stonped by. pressure. October 12th, the patient 
feels and looks hetter, sanguineons discharge still present. 
October rath. packing removed: hloodv oozing still present 
thouch the patient looks and feels fine. There being no 
tendency for the blood to clot. a hlood examination (see 
table) was made: erythrocytes 2.090.000 with 60% hgbn.. 
coagulation time 14 minutes. A_ transfusion (Unger) 
was done but owing to the clogging of the apparatus only 
100 c. c. were given. The bleeding was still free on October 
23rd. Tt was thought best to iniect intravenously 5 c.c. of 
a 10% calcium chloride solution daily for three days 
according to the method of Lee and Vincent as practised 
by Walters? of the Mayo Clinic for decreasing the coagula- 
tion time. The ooze stopped at once, in fact after the 
first injection. October 24th the patient is well, sugar-free 
and the wound is healing kindly. October 26th, out of bed. 
October 30th left the hospital apparently well. 

Pathological Examination (Dr. A. B. Landry)— “The 
specimen consists of a globular mass about 15 cm. in dia- 
meter. The surface is smooth but made uneven by a few 
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shallow sulci. Attached to it are several fibrous tags spring- 
ing apparently from a very thin delicate membrane or 
capsule enveloping the mass. The surface is mottled, yellow- 
ish pink to a pinkish red and purple. The mass is for 
the most part’firm but in places there are comparatively 
soft areas. It cuts readily. The cut surfaces are more or 
less lobulated. The latter are smooth shiny and mottled, 
yellowish brown to reddish brown. In some of the reddish 
brown area there are circumscribed areas of yellow, the 
centers of some being quite soft and distinctly necrosed. 
Scattered through the yellowish brown areas are myriads 
of petechiae. Traversing the specimen in radiating fashion 
are yellowish gray bands which are quite firm and cut with 
the resistance of scar tissue. Microscopic examination: Sec- 
tions are made up chiefly of small round and spindle shaped 
cells, more or less closely packed but having no definite 
architectural make-up. Between the cells there are at times 
small bloodvessels or blood spaces, and occasionally fine 
strands of connective tissue. The cells making up the bulk 
of the section strain well. There are, however, in the sections 
definite areas of necrosis and around the latter are ill 
defined cells, in all probability of the connective tissue 
variety. The sections are quite extensively infiltrated with 
polymorphonuclear leucocytes and round cells. In places 
there are areas showing cells rich in protoplasm, and possess- 
ing deeply staining and irregularly shaped nuclei. Few 
mitoses are seen and occasionally a giant cell is observed. 
There is no evidence of kidney tissue in the sections. One 
section is composed chiefly of myxomatous and connective 
tissues. Diagnosis: fibromyxosarcoma.” 

Prognosis is poor. Recurrence is the rule through met- 
astasis within 6 months to a year after operation. These 
tumors are intensely malignant with a high rate of opera- 
tive mortality. Mixter states that in nine cases surviving 
operation all, with one exception, showed rapid recurrence. 
death occurring in from 4 months to 1% years. 


Conciustons AND Discusston 

1. The first interesting thing in this case is the 
presence of a large painless mass in the abdomen 
unnoticed by the patient until one month prior to 
operation and very likely called to his attention by 
its dislodgment at the time of traumatism. 

2. It is unusual for a tumor to cause such meta- 
bolic disturbance without metastasis into organs or- 
dinarily responsible for such disturbance. 

3. The eosinophilia in this case is noteworthy and 
is very likely due to irritation of the bone marrow 
by early and undiagnosed metastases. 

4. The glycosuria may be explained by pressure 
on the pancreas. 

5. The unfavorable Rosenthal test in this case 
apparently excluded the liver as a seat of disease. I 
think it a fine field for speculation whether or not 
small lesions of the liver such as small metastatic 
cancers or gummata or, on the other hand, large out- 
side influences such as leukemic infiltrations of the 
portal vein or ordinary chronic passive congestion 
would also give a favorable liver function test. 

I wish to express appreciation to Dr. Orin Witter 
and associates and to Drs. E. A. Wells, A. B. Landry, 
A. B. Backus and B. Zeman for their kind coopera- 
tion. 
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TWENTY YEARS. 

With this issue the JournaL has completed an 
even score of years of service. Twenty years.ago 
Dr. Joseph MacDonald, jr., long managing editor of 
International Journal of Surgery, organized the Sur- 
gery Publishing Co., purchased the American Jour- 
nal of Surgery and Gynecology, a monthly pub- 
lished in St. Louis, and removed it to New York, 
where in April, 1905, it appeared in new dress and 
under new editorial direction as the AMERICAN 
JourNAL OF SURGERY. 

For seventeen years the JourNAL continued under 
the management of Dr. MacDonald, and since his 
untimely death in January, 1922, its business affairs 
have been conducted by some of those long associated 
with him in his office. Its present editor has from 
its first issue exclusively: directed the JourNaAv’s lit- 
erary policy, continuously except the year 1918 and 
part of 1919 when he was absent with the American 
Expeditionary Forces. During that period Dr. Ira 
S. Wile, New York, who had “done his bit” in the 
Spanish-American War, took over the editing of the 
JourRNAL as a patriotic duty, a burden added to his 
own journalistic and many other professional activ- 
ities, and conducted it admirably with the loyal as- 
sistance of the members of the editorial staff who 
also cheerfully “carried on.” During that period 
Dr. MacDonald, who had been in the Medical Re- 
serve Corps of the Army since 1909, was himself in 
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service as a member and then chairman of the Army 
Medical Examining Board of New Jersey. Even 
before he was called to duty, however, he was very . 
active in stimulating the medical profession to en- 
thusiasm for military service, and the pages of the 
JourNnat during the term of the war are eloquent 
of his efforts. 

The JourNAL has aimed from the outset to serve 
not only the surgeon specialist but also the general 
practitioner—the larger number of our colleagues 
who treat surgical cases regularly as part of their 
work, or from time to time, as the emergencies of 
their community require it. Accordingly, the Jour- 
NAL has published articles contributed by distin- 
guished surgeons of this and other countries and 
also those from the rank and file of the profession. 
The first article in the initial issue (April, 1905), 
was the first published study of steri'ity in 2x-r-y 
workers, written especially for the JourNAL, by 
those who had made the observation, Brown and 
Osgood. Many other important contributions have 
since appeared in the JourNAL. A considerable per- 
centage of contributed articles has been, and will con- 
tinue to be rejected—in all instances the worth of 
the contribution, not the name of its author, deter- 
mining its acceptability. Many of the writings of- 
fered to, and, indeed, actually appearing in, our 
medical journals are of the “pot boiling” varietvy— 
half-baked, or wholly unoriginal and repetitious of 
familiar facts. We have sought to eliminate these 
from the AMERICAN JOURNAL OF SURGERY, and to 
give our readers only helpful and useful articles that 
represent original observations or the determina- 
tions of carefully considered experience. 

Among contributed articles have been several in- 
teresting and practical serials, written for the Jour- 
NAL, and subsequently published by the Surgery 
Publishing Co., in book form: Paraffin in Surge-y. 
by Luckett and Horn; Plaster of Paris and How to 
Use It, by Martin Ware; Blood Examination in 
Iiagnosis, by Ira Wile; Diseases of Bones ard 
Joints, by Leonard Ely; Operations with Local An- 
esthesia, by Arthur Hertzler; Submucous Resection 
ef the Nasal Septum, by W. Meddaugh Dunning, 
etc. 

The editor of the Journat has taken pride in the 
care with which accepted contributions have been 
prepared for publication. Physicians, as a class, do 
not write well—not, certainly, as well as men of a 
learned profession might be expected to do. Many 
of them are given to medical slang, to faulty rhetoric 
and ungrammatical construction, to verbosity and 
the inclusion of unnecessary and often irrelevant 
matter, to bad spelling, to failure to verify refer- 
ences and proper names—and to many other faults 
of literary construction and manuscript preparation 
to which we called attention in an editorial satire in 


6the 
ever 
A 
Jour 
in tv 
scie 
toria 
have 
well 
year: 
Sur 
peut 
pract 
quite 
were 
Sugg 
per 
1914 
uniq 
a mc 
in si 
toria 
in m 
the 
soci 
dblig 
other 
cord 
adm 
mun 
upo 
dren 
tinct 
publ 
In 
gery 
entir 
sire 
abst 
in p! 
gical 
Ger 
artic 
a fe 
NAL. 
Ame 


Vor. XXXIX, No. 3. 


the Journat, March 1921. To maintain a stand- 
ard of dignified expression of medical thought, a 
high level of literary quality in the JourNAv’s read- 
ing pages, accepted contributed articles, from what- 
ever source, have been submitted to critical editing. 

‘A glance at the automobile advertisements in the 
JourRNAL of 1905 tells how fast the world has moved 
in twenty years. Surgery, and medicine generally, 
have kept pace with the advances in other fields of 
science ; and the editorial pages of the JourNaL have 
fairly told the story of surgical progress. The edi- 
torials, too, have discussed problems in surgical di- 
agnosis and therapy, and have been, so far as we 
have been able to make them so, of practical help as 
well as expressive of current thought. For several 
years there was conducted an editorial department of 
Surgical Suggestions—“diagnostic_ hints and thera- 
peutic wrinkles.” These brief paragraphic bits of 
practical experience and useful observation proved 
quite popular and were very widely quoted. They 
were republished in book form through several edi- 
tions of increasing size—the last “1,000 Surgical 
Suggestions.” Of an earlier edition (“750 Surgical 
Suggestions”) a German translation appeared with 
permission, and a Polish translation without permis- 
sion. Consent for a Russian edition was given in 
1914; whether or not the war prevented its appear- 
ance we do not know. 

With the issue of June, 1910, was established the 
unique editorial department of Surgical Sociology— 
a monthly page written by Ira S. Wile, well-known 
in several spheres of medical sociology. His edi- 
torial comments in the JouRNAL were much quoted 
in many magazines ; how early he raised his voice in 
them for innovations that have since become familiar 
social-industrial practices! In 1920 Dr. Wile felt 
obliged to discontinue this department because of 
other demands upon his time. We are glad to re- 
cord here again our appreciation of his decade of 
admirable service to the JourNAL and to the com- 
munity. His work has since largely concentrated 
upon the problems of maladjusted and unusual chil- 
dren—a field in which he has achieved much dis- 
tinction. and from which he has evolved his just 
published book “The Challenge of Childhood.” 

In the editorial department of Progress in. Sur- 
gery we have not had the space to abstract from the 
entire surgical literature of the world, nor the de- 
sire to compete with publications devoted to such 
abstracting ; but we have fairly succeeded, we hope, 
in presenting abstracts from the most important sur- 
gical articles in English and from many of those in 
German and French, of recent appearance. The 
articles in English, especially, have been usually but 
a few weeks published when abstracted in this Jour- 
NAL. In the Book Review department many of the 
American and English and not a few of the French 
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and German medical books have been reviewed as 
soon after their publication as was possible with a 
fair study of their contents. These critiques have 
been written with a view to service to our readers; 
we hope the reviewers have not often been guilty of 
too free praise or captious fault-finding. 

The quarterly Anesthesia Supplement, ably edited 
from the outset by Dr. F. Hoeffer McMechan, has 
been an important part of the JourNAL since its ini- 
tial appearance with the issue of October, 1914. It 
marked a departure in medical journalism in pro- 
viding the science and the practitioners of anesthesia’ 
with a periodical publication devoted to this subject. 
It has been the official organ of national and regional 
anesthetists’ associations, its associate editors have 
been leaders in anesthesia research and practice, and 
its. contents—contributed and editorial—are amply 
representative of the progress that is being made in 
this essential sphere of surgical activity. 

Thumbing over twenty volumes of the AMERICAN 
JouRNAL OF SurRGERy in thus reviewing its activities 
and its efforts for a score of years, the editor keenly 
appreciates that many indeed have assisted or en- 
couraged him. He is thankful for the help of those 
colleagues who, from time to time, have participated 
in various editorial departments; for the support of 
his deceased associate, Dr. MacDonald; for the con- 
tinued loyalty of the publication office; for the intel- 
ligent assistance of a capable secretary; for the gen- 
erous cooperation of many contributors; and. final- 
ly, because most important, for the appreciation of 
his efforts (often expressed), by thousands of read- 
ers whom he has endeavored to serve. 

For so long as it may be vouchsafed to him to con- 
tinue that service, he will enter upon its third decade 
with the intention to maintain the AMERICAN Jour- 
NAL OF SuRGERY as a dignified, practical monthly 
magazine of surgery, exponential in contributed and 
editorial departments of the highest ideals of its 
practice, and a mirror of its progress. 


From the Nestor of medical journalism, who re- 
cently celebrated twice twenty years as editor of one 
of the leading surgical journals of the world, we 
have received the following letter: 

145 Gates Ave., 
Brooklyn, N. Y., February 5, 1925. 
Dr. Walter M. Brickner, Editor, 
AMERICAN JOURNAL OF SURGERY 
My dear Dr. Brickner :-— 

So you have been editing the AMERICAN JOURNAL 
oF Surcery for full twenty years. I congratulate 
you upon the opportunity of such service and upon 
the masterly way in which you have improved it. 

It doth not yet appear what the future of surgery 
is to be. When we think of the victories of recent 
years over pain, sepsis, hidden and remote organic 
disease, the resources of diagnosis, the revelations 
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of pathology, the possibilities of treatment, one is 
encouraged to hope that even so dire and elusive a 
condition as cancer may yet be traced to its primary 
cause and become the subject of prevention and cure 
without ruthless and deforming operative extirpa- 
tions. When this happy time comes, and all along the 
path of earnest endeavor that shall lead up to it, I am 
sure that the AMERICAN JOURNAL OF SuRGERY wil! 
have been an important factor in bringing about all 
progress, and in adequately recording the advances 
of a progressive and truly scientific surgery. 

May there be vouchsafed to you many more years 
of editorial work, during which the progress of 
surgery shall continue to be recorded by you. 

Very truly yours, 
Lewis S. Pilcher, 
Editor of Annals of Surgery. 
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Selections from Recent Literature 


Radical Operative Treatment of Varicose Ulcers. Gun- 
NAR NystrOM, Upsala. Acta Chirurgica Scandinavica, 
Vol. 58, Fasc. I-VI. 

Varicose ulcers occur more frequently than is generally 
imagined, in such periods of life when the ability to work 
usually is preserved in full (50 per cent of these cases are 
ess than 60 years of age). The best treatment of large 
callous ulcers consists in excision and skin grafting after 
the method of Thiersch. Recurrences set in more easily after 
spontaneous healing than following grafting, which fact 
may possibly be due to the plane of demarcation between 
the epidermis and the cutis vera being different in the dif- 
ferent modes of healing. The more radical the excision 
the more certain do the results seem to become, and the 
excision should therefore be made to include not only the 
ulcer itself but also every trace of callous, scar tissue be- 
neath and around it, and should if necessary be carried 
right down to the periosteum, muscles, and tendons so as 
to secure a bed of normal tissues for the graft. The vicious 
circle that is kept up by the ulcer, the shrivelling scar tissue, 
and repeated infectious processes, is broken by this pro- 
cedure. Out of 9 cases operated upon by the method, only 
one has not been traced. One case has had a recurrence in 
a portion of the ulcer that had not been radically operated 
upon, while thé portion of the ulcer that had been subjected 
to a radical operation has now remained healed for nearly 
2 years. In one case of unsuccessful transplantation a re- 
currence appeared. All of the other cases are healed, from 
7 to 22 months after the completion of the operations. 


Injuries to the Musculospiral Nerve. W. Russet, Mac- 
AUSLAND and ANprRew R. MacAustanp, Boston. The 
American Journal of the Medical Sciences, January, 
1925. 

To a detailed clinical and extensive bibliographic study 
the MacAuslands add the following conclusions: 1. The 
nerve may be injured in three ways: The nerve trunk 
may be crushed without damage to the sheath; the nerve 
may be completely divided; power may be lost through 
the involvement of the nerve in scar tissue or callus. 

2. Early recognition and treatment of nerve injuries 
in connection with fractures and severe traumatisms is 
very important. We may expect a perfect result in 
cases of immediate suture of the nerve. While inter- 
vention in cases of old standing has given good results, 
it is the general opinion that the chances of success are 
lessened after the elapse of a long period of paralysis. 

3. Simple freeing of the nerve is very ofen the only 
procedure necessary to relieve the condition. In cases 
of complete division of the nerve or in cases in which 
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there is need to excise a portion of it because of a fibrous 
formation, nerve. suture has been found the most satis- 
factory procedure for the approximation of the nerve 


ends. If the nerve suture does not relieve the condition, . 


or if the case is not reparable by the various methods of 
manual stretching, neurotomy or nerve grafting, then 
tendon transplantation gives satisfactory results. 

4. After severance of a nerve, healing begins spon- 
taneously. In cases of nerve suture function develops 
in the same manner as in spontaneous healing. After 
secondary suture sensibility returns early. Muscle con- 
trol usually appears in the course of two to four months 
and is complete in from six to nine months, depending 
upon the location of the nerve injury. 


Pelvic Actinomycosis. A Study of Five Consecutive 
Cases Successfully Treated by Operation. Watter 
M. Brickner, New York. Annals of Surgery, January, 
1925. 

There is described in detail the surgical treatment, with 
recovery, of a unique series of 5 consecutive cases of pelvic 
actinomycosis in which the disease lasted 3, 11, 4, 2, and 20 
years. In one the pelvic involvement was a late extension. 
In one there were four outbreaks circumscribed to the groin 
with latent intervals of 6 to 7 years. 

In all these cases the disease probably originated in the 
intestine. There is good reason to believe that intestinal 
actinomycosis may subside while the infection is spreading in 
contiguous structures. Actinomycosis elsewhere may also 
subside spontaneously. It is suggested that this may hap- 
pen in the liver. Neither intestinal nor pulmonary actin- 
omycosis is uniformly fatal. 

Involvements of the colon, the appendix and the female 
genital tract are discussed in certain phases. 

Actinomycosis usually progresses by direct extension 
through the tissues; and the term “metastasis” has been 
too loosely used. Nevertheless there are instances of con- 
veyance through the blood stream. Those reported as prim- 
ary in the brain, however, were probably metastatic from 
an extinct focus. 

Actinomycosis probably does not travel through the lymph 
vessels. The equally general statement that the lymph- 
nodes are never invaded is, however, not true. 

Neither bone nor, probably, any other tissue is immune 
to actinomycosis. 

Pain and tenderness are less than in ordinary pyogenic 
processes of the same size and situation. 

There is much controversy and confusion concerning the 
classification and nomenclature of the actinomycetaceae, and 
their mode of transmission to man and cattle. Bacteriologic 
distinctions do not seem to afford a basis for clinical dif- 
ferentiation. 

The appearance of granules is quite vagarious; they 
may be seen in the pus only after a long period, or soon 
disappear therefrom, or be found only at! long intervals, or 
only in the tissues. The granule (sulphur body) is a diag- 
nostic fetich! Even in the absence of organisms the 
disease should be diagnosed when the history, the behavior 
and appearance of the lesions (and often the odor of the 
pus) are characteristic. 

Non-operative measures are discussed. In actinomycosis 
of the skin and of the buccal and cervico-facial regions. 
potassium iodide, x-rays, radium, vaccines often give satis- 
factory results. When the disease is elsewhere they are 
less reliable. ‘Then. however, bold and persistent surgical 
attack may accomplish much—as is demonstrated by Brick- 
ner’s cases. 

There is extensive discussion of the literature. 


Statistical Results of the Radiographic Study of Injuries 
About the Wrist-Joint. Rare M. Carter, Green 
Bay, Wisconsin. Annals of Surgery, February, 1925. 

Under age twenty, before union of the epiphyses has 
taken place, the most frequent form of injury is a trans- 
verse fracture of both radius and ulna about one inch, of 
within two inches of the lower ends of the bones, with back- 
ward displacement of both lower fragments. 

Above age twenty, after union of the epiphyses, the most 
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frequent form of injury is a transverse fracture of the 
radius within one inch, and most frequently about one-hali 
inch above the lower end, with posterior dispiacement and 


impaction of the lower fragment, associated in nearly half’ 


the cases with a fracture of the ulnar styloia. 
are found injuries to the carpal bones. 


‘Fractures of the Humerus by Muscular Contraction. 
(Fractures de L’Humerus Par Contraction Musculaire 
etc.) Rouvittois and CLaveLiIn Val-de-Grace. Archives 
Franco-Belges de Chirurgie 1924, Volume 27, No. 9. 

The authors present a study of fractures of the humerus 
in grenade throwers. The iractures occurred usually in 
the lower third of the humerus and were due entirely to 
muscular action. The moment of inertia oi the torearm 
acquired in throwing a grenade is suddenly opposed by 
contraction ot the deltoid, the pectoralis major, and the other 
shoulder muscles. ‘The condition occurred usually in young, 
poweriul men, in whom there was at least a suspicion ot 
syphilis. ‘The treatment recommended is that usually ad- 
vised in the treatment of arm fractures, but particular at- 
tention is called to the necessity for noting the early symp- 
toms of any musculospiral nerve involvement. 


First Dorsal Simulating Cervical Rib—by Maldevelop- 
ment or by Pressure Symptoms. Wa TER M. Brick- 
NER and Henry Mitcu, New York. Surgery, Gynec- 
ology and Obstetrics, January, 1925. 

The first (dorsal) rib may cause symptoms resembling 
those caused by cervical rib. That abnormalities of the 
first rib may cause the development of such symptoms 
seems plausible enough but the authors call attention 
particularly to the fact that there is a group of opera- 
tively proven cases in which apparently perfectly normal 
first ribs give exactly the same neurological and vascular 
symptoms as are ordinarily met with in cervical rib 
formations. They incline to the theory that the mechan- 
ism of production of such symptoms is to be sought 
in a relative dropping of the shoulder girdle and a 
consequent traction of the nerve and vascular struc- 
tures over the first dorsal rib. This condition can be 
treated either non-operatively by increasing the power 
of the shoulder-supporting muscles, or operatively—by 
resection of the offending rib. The condition has been 
reported by a few British surgeons and neurologists; 
but attention has not heretofore been called to it in 
America. 


Primary Osteomyelitis of the Ribs.(L’osteomyelite Primi- 
tives des Cotes.) A. PARCELIER ET A CHAUVENET, 
Bordeaux. Revue de chirurgie, 1924, Volume 43, No. to. 

Primary osteomyelitis of the ribs is a rather unusual 
condition. In its general manifestations, it resembles the 
clinical picture seen in the usual forms of osteomyelitis in 
other bones. It presents, however, certain local signs which 
are peculiar to it. It has two main sites of predilection, 
one, the anterior; two, the posterior. The anterior form is 
usually located at the osteocartilaginous junction and is 
characterized by the fact that it always perforates externally 
and seldom involves the pleural cavity. The posterior form 
is usually met in the region of the angle of the rib and is 
characterized by the fact that while it too perforates ex- 
ternally, a large collar button abscess extending behind the 
rib may be formed. Sequestra are not usually found, but 
when present, are to be met as cortical separations. The 
only treatment advised is simple incision and packing in the 
acute cases, and in the chronic cases, rib resection is occa- 
sionally necessary. 

The Conservative Treatment of the Bone Injury in Com- 
pound Fractures. Watrter G. Stern, Cleveland. The 
Journal of the A. M. A.. December 13, 1924. 

Instead of advising débridement as the treatment of the 
soft part wounds, Stern says any advice to be broadcast to the 
profession at large should read: “Remove as little tissue as 
possible and always remember that the worst looking and 
most thoroughly crushed tissues may still be viable.” The best 
results from compound fractures he has seen have been 
from cases in which after the field has been thoroughly 
prepared with ether and iodin, the soft part wounds have 
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been sutured loosely and the skin closed over; in which the 
fractured bones have not been unduly manipulated or sub- 
ject to surgical operations of any kind whatsoever, and in 
which the fracture was securely immobilized and the pa- 
tient kept quiet and at complete rest until all the danger 
from infection was over. The worst results he has seen— 
infection, osteomyelitis, non-union and death—have been in 
cases in which, as a part of the immediate treatment, the 
bones have been plated, wired, screwed, resected or other- 
wise operated on or unduly manipulated. After a fracture 
has once been cleansed and put up in fixation, complete rest 
and quiet is the best means of preventing and combating 
latent infection. Compound fractures thus treated are “po- 
tentially clean,” and should not be drained. 


The Treatment of Wounds in Compound Fractures of 
Long Bones. Fenwick BEEKMAN, New York. Sur- 
gery, Gynecology and Obstetrics, January, 1925. 

Wounds produced from without in are miore apt to 
be contaminated, and the damage to the various tissues 
is greater than those: produced from within out. Con- 
sequently, there is greater possibility of infection follow- 
ing such a wound. 

No standard type of treatment can be used for the 
wounds of all compound fractures. 

The indications for treatment of compound fractures 
are reduction of the fragments with as little trauma as 
possible, removal of contaminated and devitalized tissue, 
the elimination of dead space and the prevention of 
infection spreading into the wound from the surface. 

In the simpler types, cleansing of the skin, sterile 
dressing and immobilization is sufficient. In those with 
more severe wounds, the above conditions can be brought 
about best by immediate reduction of the fracture, 
thorough cleansing and débridment of the wound 
obliteration of dead space by means of traction and pre- 
vention of surface infection by Carrel-Dakin treatment. 

In those cases in which infection has been prevented 
and in which it has been possible to cover the bone with 
soft parts, wnion at times takes place as in simple 
fractures, 


Skeletal Traction with Wire. 


(Die Drahtextension.) O. 
BorcuGrevINK, Christiania. Acta Chirurgica Scandi- 
navica, Vol. 58, Fasc. I-VI. 

During the last 12 years Borchgrevink has used a bronze- 
aluminum wire instead of Steinmann’s pin. The wire exten- 
sion yields everything that the spike extension is capable of, 


but has in addition several advantages. Its field of action 
is larger, as it can be used for cross-traction and for trac- 
tion on fragments and bones too small to be pierced with 
the pin. The thin wire does not cause any sequestration in 
the canal through the bone, is attended by less pain, quicker 
healing, smaller risk of infection and can therefore, inde- 
pendent of time, remain in situ to the termination of the 
treatment. 

Instruments: A drill, 12—14 cm. long, provided with an 
eye close to the point; a fairly thick bronze-aluminum wire ; 
calipers, in which the wire is stretched during extension in 
order to be kept as rectilinear as possible. 

Technic: A. Longitudinal traction. Under local anes- 
thesia drive the drill through the bone in question (calcane- 
um, tibial tubercle, femoral condyles, inferior extremity of 
radius, olecranon). The sterile metal wire is put through 
the eye of the drill and is drawn with the drill back through 
the bone. Both ends of the wire are fastened to the screws 
or holes of the calipers, and the wire is Kept as taught as 
possible, by compressing the distal limbs of the calipers. 
The wire is kept sterile by applying to it a swab of gauze, 
moistened in a solution of lysol, at both drill-holes, morning 
and night. Weight and traction as in pin extension. 

B. In cross-traction, the wire is, as a rule, brought round, 
seldom through the bone. Cross-traction can be employed 
on the foot in cases of fractures as well as after all correct- 
ing operations for contractures and mal-unions. By apply- 
ing several cross-tractions around the metatarsal bones and, 
if necessary, through the tarsal bones, quite a modelling 
action on the foot can be obtained in a gentle manner. 
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Removal of Screws and Plates after Insertion in Bone. 
Astiey P. C, Philadelphia. Annals of Sur- 
gery, February, 1925. : 

The number ot bones Ashhurst has fixed with metal is 


101; plates, 33 bones; joint screws, 54 bones; bands, 8 bones;. 


wire sutures, 6 bones. This metal fixation has been removed 
subsequently from 19 bones in 16 patients (19% of cases) ; 
it has remained in other (82) bones tor periods varying up 
to fifteen years, or until the patient’s death from intercur- 
rent disease. 

If there are counted only those cases, 7 in number (6 cases 
of infection, and 1 case with the screw loose under the 
sxin), in which removal of the metal fixation seems really 
to have been necessary (7% of the operations), it does not 
seem that metal fixation when properly employed 1s to be 
condemned, nor that, as many surgeons state, “a majority 
of plates have to be removed,” nor that “all” screws soon 
become loose. If 2 cases are omitted, in which buried metal 
iuxation was injudiciously employed, the cases in which re- 
moval became necessary amount only to 5% of the total. 


Upservations on Osteosclerosis. (Beobachtungen zur Mar- 
morknochenerxrankung.) P. CrairMont and Hans R. 
Scuinz, Zurich. Archiv. fiir Klinische Chirurgie, No- 
vember 28, 1924. 

The author reports the case of a 35 year old woman in 
whom the diagnosis of osteosclerosis was clinically, roen- 
tenogically, and pathologically established. A comprehensive 
review otf the literature 1s offered and an elaborate dis- 
cussion of the condition is undertaken. Essentially, the 
chnical picture is dominated by a diffuse, concentric hyper- 
trophy of the long bones and of the skull, associated with 
an abnormal bone iragility and tendency to fracture. Path- 
ologically, the section presents evidences of increased en- 
dosteal bone formation and a marked increase of the vas- 
cular supply to the bone. The therapy of this condition is 


purely symptomatic and consists essentially in prophylaxis 
against fracture and the treatment of the secondary anemia. 


Heredity in Exostosis. (Uber die Erblichkeit der Exosto- 


senxrankheit.) LANGENSKIOLD. Acta Chirurgica 
Scandinavica, Vol, 58, Fasc. I-VI. 

By examining four families, nineteen members of which 
were affected with exostosis, the writer found that people 
with exostosis have healthy children as well as children af- 
fected with exostosis; that healthy children as well as 
brothers and sisters of persons affected with exostosis beget 
healthy children only. The few cases that have been re- 
ported in the literature and which seem to constitute an 
exception to this rule, can be explained by an incomplete 
examination or by the action of other factors, independent 
ot the predisposition to this disease. xostosis is caused 
by only one, Mendelian, dominating hereditary factor. There 
is reason to consider whether the severe cases of exostosis 
are not produced by the predisposition to this disease being 
combined with another predisposition that causes shortness 
of stature and short limbs. 


Syphilitic Spondylitis. Roperr B. Cormtpy and Car F. 
Lirrte, Cincinnati. Journal of the American Medical 
Association, January 17, 1925. 

During the last eight years, at the Cincinnati General 
Hospital, there have been recorded 111 cases of syphilitic 
disease of the bones and joints; of these there were only nine 
patients who presented symptoms of syphilitic spondylitis, 
and one who suffered from syphilitic disease of the sacro- 
iliac joint. The regions of the spine involved in the nine 
cases of spondylitis were: lumbar, five; cervical, three, and 
lower dorsal, one. Of these, there were in children of 12 
years and under, and six were in adults ranging in age from 
25 to 64. These patients presented three distinct types of 
lesions, as characterized by their distinctive symptoms and 
gross appearance: (1) the arthralgic type, referred to by 
others as the “rheumatic” or “toxic” type; (2) gummatous 
disease of the spine, and (3) Charcot’s spine. While syphi- 
litic spondylitis is not as frequently encountered as tuber- 
culosis and ostearthritis of the vertebrae, it should always 
be considered as a possible etiologic factor in diseases of the 
spine. Routine examination of the spine in secondary and 
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tertiary syphilis will probably reveal a much higher pro- 
portion of cases of spondylitis of the arthralgic type than 
have hitherto been observed. The gummatous type of 
spondylitis is often very difficult to differentiate trom tuber- 
culosis of the spine; the most notable contrasts being less 
pain on motion, sensitiveness not so marked over the lesion, 
muscle spasm not striking, especially in the uninvolved 
areas of the spine, and improvement of the condition fol- 
lowing antisyphilitic treatment. A rapidly developing pain- 
less deformity of the spine should always excite our sus- 
picions of a Charcot arthropathy, and lead to further search 
for symptoms that will substantiate the diagnosis. 


The Etiology and Treatment of Tonsillar Hemorrhage, 
GerarD Hutcuison Cox, Glen Cove, N. Y. New 
York State Journal of Medicine, January 16, 1925. 

Abnormalities in the distribution of the bloodvessels 
supplying the tonsil often account for bleeding. Trau- 
matism, especially injury of the tonsillar pillars and ex- 
tratonsillar tissue, (particularly the superior constrictor 
muscle) as well as neglect to tie all bleeding points, is 
a prolific source of hemorrhage. 

Anemia is a frequent cause of bleeding. Menstruation 
and pregnancy especially predispose to postoperative 
bleeding. Arteriosclerosis and nephritis predispose to 
hemorrhage. Fibroid tonsils, if operated upon, are more 
iikely to be followed by severe hemorrhage than the sim- 
ple hypertrophied variety. Acute infectious diseases 
sometimes cause tonsillar bleeding if the patient is operat- 
ed upon just before the onset. Syphilis may be a cause 
of tonsillar bleeding. Postoperative tonsillar hemor- 
rhage is more frequent in adults than children.. Alarm- 
ing bleeding is more common in males than in females, 

Sloughing of a vessel wall from a low grade infection 
sa infrequently causes late secondary tonsillar hemor- 
rhage. 

The most frequent causes of tonsillar hemorrhage are 
traumatism at operation, and neglect to secure a dry 
field by ligating all bleeding points. The majority of 
tonsillar hemorrhages are operative and not postopera- 
tive. 

Hemophilia, while rare as a cause of tonsillar hemor- 
rhage, presents serious difficulties in treatment. Early 
transfusion is the only efficient means of control. In 
preoperative tonsil cases with prolonged coagulation 
time, the latter should be brought to normal by trans- 
fusion before operation. Late secondary hemorrhage 
is usually due to infection. ‘The treatment of tonsillar 
hemorrhage is surgical—the ligation of all bleeding points 
in a dry, clean, well illuminated field. 


Iodine in Exophthalmic Goiter. Francis R. 
London. British Medical Journal, January 3, 1925. 

The ultimate results have not been as good as might be 
expected, for, worry, excitement, and infections can undo 
all the benefit derived from the iodine. Iodine cannot with- 
stand the consequences that the daily contact with the world, 
either at work or at home, has on patients with exophthalmic 
goiter, and so far it is of limited value in the medical treat- 
ment of the condition. If the patient can afford to lead a 
sheltered life it is a valuable addition to the other means 
for managing a condition that in the majority of cases grad- 
ually subsides in time. But its very striking action has a 
much greater value than this, if combined with surgical 
treatment. The great majority of cases of exophthalmic 
goiter cannot afford to lead a sheltered life, and for them 
the only treatment that holds out the hope of a recovery 
sufficient to allow a successful competition in the struggle 
for a living wage is by means of surgery. Iodine treat- 
ment by partial thyroidectomy becomes much simpler and 
much safer. 

Fraser thus summarizes his address: 

1. The effect of iodine administration was studied in 
twenty-four cases of exophthalmic goiter. 

2. Iodine can bring about a lowering of basal metabolic 
rate, and of heart rate, and an increase of body weight, 
with a striking improvement in the general condition of 
the patient. 
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3. The improvement obtained with iodine does not as a 
ak persist. 

4. Lhe optimum dose at the commencement of the treat- 
ment appears to be about m xv of a Io per cent. solution in 
alcohol, but this dosage cannot as a rule be maintained 
more than a few days or weeks. If the administration is 
stopped the condition immediately relapses. For prolonged 
treatment the dose should be lowered as soon as the initial 
improvement has taken Place, and the administration con- 
tinued with doses of m iij to m vj daily. The dosage must 
be carefully regulated according to the condition of the 
atient. 

, 5. Increasing hardness of the thyroid gland is an indica- 
tion for a smaller dosage. 

6. The condition of the patient may be made worse, 
instead of better, if too large a dosage is employed. 


Certain Aspects of Exophthalmic Goiter and Its Treat- 
ment. ( Einige Gesichtspunkte iiber Morbus Basedowii 
und dessen Behandlung.) E. SANDELIN. Acta Chirur- 
gica Scandinavica, Vol. 58, Fasc. I-VI. 

Sandelin gives a brief account of his 268 cases of Base- 
dow’s disease, with 5 deaths, operated upon partly under 
local anesthesia, partly under general anesthesia; partly by 
unilateral thyroidectomies, partly by bilateral thyroidectomies 
at one séance. 

Exophthalmic goiter is bilateral. Thyroidectomy of one 
side is only a halt measure and results should be considered 
only where an operation has been performed on both sides. 
One should endeavor to perform a bilateral thyroidectomy, 
at one séance, and under ether. 

Sandelin does not search for and ligate the inferior thy- 
roid artery. In this manner the operation can be performed 
more rapidly, without any risk to the recurrent nerve and 
the parathyroid glands. 


Experiments for the Determination of the Lymphatic 
Relationships in the Operation for Breast Carcinoma. 
(Versuche zur Klarlegung der Lymphverhilinisse bei- 


der Operation des Brustdriisenkrevses.) FrEtrx MANDL, 
Vienna. Wiener Klinische Wochenschrift, December 4, 
1924. 

To determine the course of metastasis of carcinoma along 
the lymphatic channels about 8 cc. of a 10% suspension ot 
India ink was injected into and about the breast tumors 
from twenty-four to ninety-six hours before operation. 
This procedure performed under local anesthesia causes the 
patient no inconvenience and no interference with wound 
healing. The results from sections through the tumor and 
the axillary lymph glands would seem to indicate that the 
India ink solution was not to be found in glands involved 
by metastasis, while it could be found in non-involved glands. 
The author concluded that the lymphatic channels to the 
involved glands are blocked by carcinoma masses and that 
a new collateral lymphatic circulation is established. 


The Treatment of Perforated Gastric and Duodenal 
Ulcers. With a Report on Forty Consecutive Cases. 
By G. Perctvat Mutts, Birmingham, Eng. British 
Medical Journal, January 3, 1925. 


This paper is a plea for gastrojejunostomy whenever pos- 
sible at the time of operation for perforation. The cases 
analyzed are: 16 were duodenal, 15 pre-pyloric, 5 in the 
body of the stomach, and in 4 the situation of the ulcer is 
not stated. There were 38 males and 2 females. 

In early cases, within about twelve hours of perforation, 
suture of the ulcer and gastro-jejunostomy was performed 
without drainage of the peritoneum, except in three in- 
stances of very severe soiling, in which a suprapubic drain 
was put to the bottom of the pelvis. Mills has discontinued 
drainage through the main wound. The same treatment was 
adopted in a few late cases in which the patient, in spite 
of long perforation, was still in good condition. In the 
majority of late cases suture of the ulcer and pelvic drain- 
age was all that was attempted. A single row of sutures 
covered by omentum was used, and this proved mechanic- 
ally efficient to prevent further leakage. It is waste of valu- 
able time to put several rows of sutures. 
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Of the whole series 11 died, including one case not 
operated upon—a gross mortality of 27.5%. 
f 22 cases in which immediate gastrojejunostomy 
was done, one died (mortality of 4.5%) from pneumococcal 
peritonitis seven days aiter operation. 

Of 17 cases in which suture and drainage without gastro- 
jejunostomy were done, 9 died—a mortality of 52.9 per 
cent. This high mortality, of course, reflects the fact that 
the operation was_reserved for the worst cases. Five ot 
them died within twenty-four hours of operation of peri- 
toneal shock, three a few days later from peritonitis, and 
one from acute nephritis and uremia. 

A striking fact about the series is the complete absence 
of what Mills used to regard as a common complication— 
subphrenic abscess. He attributes this to the fact that he 
put no drainage tubes into the upper abdomen. 

Cases without Gastro-jejunostemy.—-Traced 8, perfectly 
well 1, still serious gastric trouble 5, relieved by subsequent 
gastro-jejunostomy 1, died of carcinoma 1. Thus of eight 
cases only one was cured. 

Cases with Gastro-jejunostomy.—Traced 14, perfectly 
well 10, at work but some gastric discomfort at times 4. 

The ‘difference in these end-results is very striking, and 
shows clearly the advantage of performing gastro- jejuno- 
stomy at the time of perforation whenever the patient is 
in a condition to stand it. Moreover, there is no doubt 
that with gastro-jejunostomy the patients have a shorter 
convalescence than without it. A perforated ulcer is an 
active ulcer, and it is only natural that to put it at rest 
should increase the patient's chance of recovery. 


The Frequency of Gastrojejunal Ulcers. Ricnarp Lewi- 
soHn, New York. Surgery, Gynecology and Obstet- 
rics, January, 1925. 

Gastrojejunal ulcers are a frequent occurrence after 
gastro-enterostomy. In a series of 68 cases re-examined 
4 to 9 years after gastro-enterostomy 47% were completely 
cured and 19% had a fair result. Thirty-four per cent suf- 
fered from gastrojejunal ulcers. 

Gastro-enterostomy does not reduce the hyperacidity 
even after many years, whereas resection of the 
stomach effects an immediate and permanent anacidity 
in the majority of cases. 

Partial or subtotal gastrectomy safeguards against 
later occurrence of gastrojejunal ulcers. It should, 
therefore, be the method of choice in the surgical treat- 
ment of chronic gastric and duodenal ulcers and gastro- 
jejunal ulcers. 


Observations on Blood Coagulation in Jaundice, and on 
So-called Cholemic Hemorrhage. (Untersuchungen 
iiber die Blutgerinnung bei Ikterus nebst einigen Worten 
iiber die sog. cholimischen Blutungen.) GusTAF PETREN, 
— Acta Chirurgica Scandinavica, Vol. 58, Fasc. 
I-VI 

An approximate estimation of the amount of alkali salts 
of bile acids in the blood of a number of patients with grave 
icterus—several of whom had cholemic bleedings—has shown 

that this amount in all cases was certainly less than 0.10% 

and fairly certainly also less than 0.05%. It is extremely 

unlikely that the bile acids in the blood are of any signifi- 
cance for the hemorrhagic diathesis which sometimes occurs 
in grave icterus. 


Internal Biliary Fistula. KEnpwarp Starr Jupp and VERNE 
G. Burpen, Rochester, Minn. Annals of Surgery, Janu- 
ary, 1925. 

Internal biliary fistula is a late complication of chole- 
lithiasis. It rarely occurs in the absence of calculi. The 
organs involved and the order of frequency are duodenum, 
colon, and stomach. The fistula is nearly always by direct 
communication; only rarely is there an intervening abscess 
cavity. The symptoms are characterized by long duration 
and severity. Intestinal obstruction is an unusual sequela. 
Diagnosis is usually made only at the operating table. For- 
mation of a spontaneous internal biliary fistula is in no sense 
a cure of cholelithiasis, but is an additional and dangerous 
complication. The treatment of the condition when found 
is closure of the fistula, cholecystectomy when possible, and 
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careful exploration of the ducts for stones. Emergency 
drainage of the gall-bladder and ducts may be the only 
logical procedure in some cases. Separate lesions in the 
stomach or duodenum may be complicating factors. The 
unnecessarily high mortality is a direct result of delay of 
the patient im coming to operation. 


Glycosuria and Pruritus Dependent upon Latent Disease 
of the Appendix. W. Sortau Fenwick, England. The 
Lancet, February 7, 1925. 

In 1902 a young man had exhibited intermittent glyco- 
suria for five years. At the end of that time an operation 
was performed for acute appendicitis, with the surprising 
result that the sugar disappeared from the urine within a 
month and never returned. The same sequence of events 
ensued in four other cases, and further experience seems 
to indicate that the condition is not so rare as the writer 
had supposed it to be. In all the cases seen by him up to the 
present time the patient was the subject of congenital gastro- 
coloptosis accompanied by mild chronic gastric hypersecre- 
tion. No history suggestive of appendicitis was ever obtained 
nor were any signs of the disease detected. 

A woman’s existence had become almost intolerable by 
reason of the itching of the skin of the abdomen which 
occurred one hour after going to bed and persisted until 
5 o’clock in the morning, when she was suddenly seized with 
acute appendicitis which necessitated removal of the appen- 
dix. A week later it was found that there had been no 
nocturnal pruritus since the operation and since then the 
complaint has never returned. The same result ensued in 
other cases. 


The Rational Treatment of Sliding Hernia. Atexis V. 
Moscucowitz, New York. Amnals of Surgery, Janu- 
ary, .1925. 

The method proposed consists in opening into the abdo- 
men above the hernia wound and pulling up the prolapsed 
colon and the attached posterior peritoneum. The posterior 
parietal peritoneum, where it is reflected upon the intestine, 
is then fastened to the retroperitoneal tissues as near as 
possible in the normal position. On the outer side of the 
intestine deep stitches may be taken; on the mesial side cau- 
tion is necessary to avoid bloodvessels and ureter. After 
closing the upper abdominal wound the hernioplasty is per- 
formed. Moschcowitz emphasizes that the sigmoid flexure 
being essentially intraperitoneal is never part of a sliding 
hernia. 


Is a Muscle Plastic Necessary in Inguinal Hernia Opera- 
tions in Children? (/st Muskelplastik bei Operation von 
Hernia inguinalis bei Kindern erforderlich?) O. Ta- 
WASTSTJERNA; Tavastehus, Finnland. Acta Chirurgica 
Scandinavica, Vol. 58, Fasc. I-VI. 

Since 1908 the writer has performed operations for in- 
guinal hernia on 58 male children, only by ligating the hernia 
sac at the internal abdominal ring. As he has found only 
one recurrence, and that following pertussis, he is of the 
opinion that a plastic muscle operation after the method of 
Bassini is not required in hernia operations on children 
under 8 years of age. 


Contribution to the Etiology of Renal Hematuria. (Bei- 
trag sur Atiologie der renalen Hématurie.)’ Harry 
Exvinc, Helsingfors. Acta Chirurgica Scandinavica, 
Vol. 58, Fasc. I-VI. 

In practical work, cases of profuse hemorrhages from 
one kidney are sometimes met with, in which it not only 
proves impossible to make the diagnosis before operation, 
but in which the cause of the bleeding cannot be detected 
after the kidney has been exposed. 

If, in cases of unilateral renal hemorrhages, an exploration 
of the kidney does not yield any fixed points for the diag- 
nosis, the kidney should nevertheless be removed. Experi- 
ence shows that the beginning of a tuberculous process or 
a small tumor can be overlooked when only an external 
palpation is made, indeed, even when nephrotomy is per- 
formed. In case of the second kidney being in good work- 
ing order, nephrectomy is a more certain method than de- 
capsulation or nephrotomy. 
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On Operations for Calculi in the Lower Part of the 
Ureter. Einar Key, Stockholm. Acta Chirurgica 
Scandinavica. Vol. 58, Fasc. 1-6. 


For removal of stones in the lower ureter by ureterotomy. 


Key recommends a median incision above the symphysis 
pubis, with extraperitoneal exposure of the ureter, the 
bladder being pushed to the opposite side. This operation 
is easier to perform than that through the usual lateral in- 
cision. Nine cases are recorded. 


Partial Scrotectomy. Danie: L. Borpen, Washington, 
D.C. The Urologic and Cutaneous Review. February, 
1925. 

Partial scrotectomy in conjunction with vein resection 
insures complete relief of all symptoms arising from vari- 
cocele, varicosed scrotum, pendulous scrotum or a combina- 
tion of these conditions. It may be resorted to in prefer- 
ence to vein resection in mild variocele without subjecting 
the patient to any of the ensuing dangers incident to vein 
resection and in any case where absolute surety against func- 
tional impairment is demanded. 

Technic. 1. Pampinniform plexus of veins resected in 
usual manner, if indicated. 

2. Scrotum grasped by three Allis forceps: in median 
raphé at the peno-scrotal junction, at the most dependent 
portion of the scrotum, and at the scroto-perineal junction. 

3. Scrotum put on stretch, testicles pushed well up toward 
pubic arch. 

4. Rubber guarded clamp applied so as to hold testicles in 
place and control bleeding. 

5. Skin of scrotum circumcised distal to rubber clamp 
leaving dartos with its contained vessels exposed. The skin 
may be dissected back from the rubber clamp by blunt dis- 
section. 

6. Long clamp applied to one end of the exposed dartos 
muscle and clamped tightly. Another clamp applied to the 
other end of the dartos muscle in such a matter that the 
points of the two clamps meet. 

7. Scrotum amputated distal to clamps leaving a slight 
margin or cuff to prevent the dartos from slipping. 

8. Apply running continuous suture through the dartos and 
around the first clamp after first tying the proximal end. 
This suture resembles the one usually employed in suturing 
the broad ligament, 

9. Withdraw clamp and tighten suture. Tie the distal end. 

10. Repeat the same procedure with the second clamp. 

11. With the clamps removed and the stump of the dartos 
exposed, remove the original rubber covered clamp and 
control by ligature any bleeding that presents itself, either 
in the dartos stump or in the skin of the scrotum. 

12, Apply a subcutaneous running catgut suture to scrotal 
skin and form new niedian raphé. 

13. Insert stay silkworm sutures to relieve wound of all 
strain thus insuring an excellent scar. This procedure is not 
absolutely essential. 

14. Apply dressing and suspensory for two weeks. 


Urethral Prolapse in Women: An Indication of Bladder 


Disease. Artour L. Cuurts, Boston. The Boston 
Medical and Surgical Journal, January 22, 1925. 

It is unwise to account for marked urinary symptoms in 
women by the presence of a prolapse of the urethra or even 
a caruncle unless a careful cystoscopic examination has been 
negative; often the urethral condition is simply symptoma- 
tic of serious bladder disease. 


Dysmenorrhea in Young Women—its Incidence, Pre- 
vention and Treatment. A ice E. SANDERSON CLOW, 
Cheltenham, Eng. The Medical Woman’s Journal, De- 
cember, 1924. 

The treatment of dysmenorrhea described in all 
text-books and adhered to by most practitioners is rest in 
the recumbent position, with a hot-water bottle to the ab- 
domen, and drugs. If the pain is not kept below the point 
of toleration, an operation for dilatation, or incision, of the 
cervix is performed. 

Not only is exercise prophylactic against dysmenorrhea, 
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but also most cases already developed in young women can 
be cured by the same means. Operation should not be per- 
formed, nor even suggested, until a course of treatment by 
baths and exercise, with a judicious administration of drugs, 
has been tried for at least six months and found useless. 
Patients have to be taught that the treatment of dysmenor- 
thea does not consist in relieving the pain after it has be- 
gun,’ but depends very largely on the regulation of the 
health by daily exercise in the open air—to he continued 
throughout the period. The first essential in the treatment 
is to eradicate any previous notions that menstruation is an 
ailment which requires nursing. 

Having ascertained by routine examination that there is 
no disease or structural abnormality, advise the patient to 
take a bath, when possible, at the beginning of the period, 
hot enough to flush the skin, and to continue this daily 
throughout the period; even after the onset of pain nothing 
gives relief so promptly. The daily exercise, which should 
involve bending and swaying movements of the body, should 
be begun some days before and continued throughout the 
period. The exercise should, if possible, take the form of 
work, or games, or sport, so that the mind may be diverted. 
For a woman who is engaged in sedentary work all day, ex- 
ercises in the bedroom in the early morning will generally 
suffice, but in all cases it must be vigorous enough to pro- 
mote a healthy glow or even gentle sweating. It is excep- 
tional to come across a girl whose dysmenorrhea is not 
cured or much relieved by these means. 


Chronic Backache in Gynecology. Daniet Dovucat, Man- 
chester, Eng. The Lancet, December 13, 1924. 

The importance of backache in uncomplicated retrover- 
sion and retroflexion has been much exaggerated as it is 
found almost as frequently in cases where the uterus is in 
a forward position. The most important factor in produc- 
ing backache is fatigue of the pelvic-floor muscles, and 
this may result from increased weight of the uterus but 
more frequently from stretching of the parametric tissues. 
Where there is a definite indication for surgical treatment 
the backaches can be cured or much relieved in over 70 per 
cent. of cases, the results being especially good in cases of 
prolapse treated by colporrhaphy. 


Diverticulitis of the Colon. Clinical Types and Treat- 
ment. Crartes H. Pecx, New York. Annals of Sur- 
gery, January, 1925. 

Diverticulosis without symptoms is a common condition, 
and calls for no treatment. Many cases of diverticulitis sub- 
side without surgical treatment, even when a tender inflam- 
matory mass can be felt, though such patients should be kept 
under careful observation, until the danger of abscess for- 
mation or perforation has passed. 

Perforation with localized abscess or peritonitis calls for 
prompt surgical interference; simple drainage being often 
sufficient. Persistent chronic inflammatory thickening or 
mass with subacute symptoms, demands exploration and 
often resection of the bowel to exclude malignancy, or to 
remove a definitely thickened and diseased segment of the 


t. 
Fecal fistula when persistent and evidently incapable of 
healing spontaneously must be treated surgically, according 


to the demand of local conditions. This mav mean the neces- 
sity of an abdominal operation, with exposure and suture 
of the opening in the bowel or resection of the affected 
Segment. 


Acute “General” Peritonitis and Its Treatment. W. 
Sampson Hanpiey, London. The British Journal of 
Surgery, January, 1925. 

Tn all cases of appendicitis where there has been delay 
in calling upon the surgeon, or where mid-line hypogastric 
rigidity, rectal tenderness, or pain in urination suggest pelvic 
involvement, Handley begins the operation by making a 
small median hypogastric incision and introducing a swab 
to the bottom of the rectovesical pouch. ‘ 
Pelvic exnloration involves a risk of infecting the pelvis 
if the exploration is made from a right iliac incision 
through which an inflamed appendix has been removed, and, 
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moreover, it is not possible to drain the pelvis satisfactorily 
from a right iliac incision. If, however, the exploration is 
median and is the first step in the operation, the risk of 
infection is avoided. 

If the pelvis is found uninflamed and intact, the small 
hypogastric incision is sutured before the inflamed appendix 
is removed through a separate right iliac incision. 

In “general peritonitis” Handley’s aim in the treatment has 
been to construct, above the level of the peritonitic flood, a 
complete emergency alimentary canal, providing a consid- 
erable area of absorptive surface. 

If obstruction comes on in the pelvic stage of peritonitis 
(ileus duplex) and fails to yield to treatment, the right 
course in his opinion is to do an ileocecostomy and to tie a 
catheter into the cecum. This method has proved uniformly 
successful in his hands, though in five earlier cases treated 
merely by appendicectomy and peritoneal drainage four 
deaths occurred, and in seven cases treated by ileocolostomy 
alone five deaths took place. 

If obstruction occurs in the hypogastric stage of peri- 
tonitis, it must be assumed that the whole of the ileum is 
inflamed and paralyzed, and probably also the sigmoid flexure 
and pelvic colon. Here Handley’s plan has been to select 
a distended but uninflamed coil of the jejunum and to anas- 
tomose it either to the transverse colon or the ascending 
colon, it matters not which. A Paul’s tube is then tied into 
the cecum. 

Death in appendiceal peritonitis is really due to intestinal 
obstruction. Remove that factor and the patient recovers. 
The unsuccessful case is the most instructive of all. It 
shows that if intestinal obstruction be averted, peritonitis 
as such is a recoverable disease, even if the peritoneal in- 
fection is so intense as to end in pyemia. 


Postoperative Leucocytosis. A study of Thirty Cases 
from the Wards of the Woman’s Hospital in the 
State of New York. Marcaret S. Witter, New York. 
Surgery, Gynecology and Obstetrics, January, 1925. 

There is a leucocytosis following operation which 
reaches its height by the fourth hour after operation, 
and returns to normal by the fifth day. The height of 
the peak varies directly with the duration of operation 
and extent of associated trauma produced, other factors 
being negligible. 

The leucocytosis seems to be mainly a polynucleosis, 
the average of which compares grossly with the aver- 
age total leucocyte count. The temperature does not 
rise synchronously with the leucocytes but reaches its 
height several hours later. 


Studv of 100 Cases of Empyema Treated by a Closed 
Method. Horace Binney, Boston. The Boston Medi- 
cal and Surgical Journal, December 25, 10924. 

In 100 cases of acute empyema in infants, children, and 
adults, the mortality following drainage by a closed 
method was 13%. The mortality in cases operated on 
in the first and second weeks following the development 
of the effusion was 25%, in those operated during the 
third week or later it was 11.3%. 

Twenty-one cases required secondary operations. 
Sixty-eight cases were discharged healed; nineteen cases 
with a discharging sinus or a small granulating wound. 

Dakin’s fluid, as a disinfectant and for irrigation, was 
used in all cases, except when a bronchial fistula was 
present. 

Four cases became chronic, including one probably 
tuberculous. 

The technic is described. 


Diathermia in Intermittent Clandication. (Des bons ef- 
fets de la diathermie dans la claudication intermittente.) 
C. Lian et P. Descoust. La Presse Médicale, October 
22, 1924. 

Diathermia has been accorded a place in the armamentar- 
ium used in the treatment of intermittent claudication, but no 
special emphasis has been placed upon its beneficent effects. 
The authors have used this treatment in several seriously 
incapacitated patients with excellent and apparently lasting 
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effects. Fifteen hundred milliampéres of current are used 
at first daily and later at longer intervals. Each séance 
lasts about 30 minutes, and a series of 20 is given every three 
months. The plates are applied at different parts of the 
body so as to obtain a cross-fire effect on the involved limb. 
The results are due not to any change in the underlying 
pathological process, but to a vasodilation, an increase in the 
metabolism of the limb and the local and general effects of 
heat. 


Some Observations on the Value of Actinotherapy with 
the Quartz Lamp in Tuberculous Lymphadenitis. 
(Einige Beobachtungen iiber die Bedeutung universel- 
ler Lichtbader. mit der Quarzlampe bei der Behandlung 
tuberkuloser Lymbhome.) Artur v. BonsporFr, Abo, 
Finnland. Acta Chirurgica Scandinavica, Vol. 58, Fasc. 


The author presents an analysis of the results he has 
obtained by light-baths in various forms of tuberculosis and 
gives a detailed account of 14 cases of tuberculous lymphoma 
which he has irradiated by means of quartz lamps and sun- 
Lux-lamps, Original Hanau. In all of these cases he has 
found a reduction of the lvmphomata, complete in some cases, 
and partial in others. Fistula and ulcers have healed in 
cases of breaking down glands. The general conditions of 
the patients have been improved, their weight has increased. 
Owing to these as well as many other observations the 
author has come to the conclusion that, in Finland, where 
the sunshine is scarce, universal light-baths administered by 
means of quartz-lamps and sun-Lux-lamps are a good, if 
not a perfect, equivalent to the sun-cure in the Alps and 
more sunny countries, and a valuable aid in the treatment 
of tuberculosis. He tries from the beginning to produce a 
strong erythema, and considers that the duration of the treat- 
ment can be reduced in that manner. He attaches the chief 
importance to the ultra-violet rays, but does not deny that 
the heat rays may contribute towards a good result. 


Book Reviews 


Goiter: Nonsurgical Types and Treatment. By Israrr 
Bram, M.D., Instructor in Clinical Medicine, Jefferson 
Medical College, Philadelphia; Member of the Society 
for Study of Internal Secretions, etc. Octavo; 479 
pages; 152 illustrations. New York: THe MacMILLaANn 
CoMPANY, 1924. 

Bram is probably the leading American protagonist of the 
nonsurgical treatment of exophthalmic goiter. In this at- 
tractive work and in his previous writings he maintains 
that thyroidectomy is a failure in a large percentage of 
these cases; that a large percentage of those surgically 
treated are quite amenable to nonoperative management; that 
goiter is preventable; and that early goiters are curable by 
the plan of treatment this book elucidates. His thesis is 
that the encapsulated goiters (including “toxic adenoma”) 
are surgical and that diffuse goiters, including the paren- 
chymatous goiter of Graves’ disease are distinctly non- 
surgical. He clearly contrasts the symptomatology and the 
pathology of toxic adenoma and those of exophthalmic goiter 
and presents the differential diagnosis in parallel columns 
(page 219). To many less experienced, however, this dif- 
ferentiation is not always easy; and there are some who 
doubt the validity of toxic adenoma as a separate entity. 

Bram recognizes and emphasizes the psychic influence in 
the production of exophthalmic goiter, which he describes 
as a neuro-endocrinal disease of which the thyroid manifesta- 
tions are but a part. He emphasizes, too, that it is not a 
hyperthyroidism, and that removal of (a portion of) the 
gland is not rational. It must be admitted that surgeons have 
not established a satisfactory rationale for thyroidectomy 
in this disease. And it must also be admitted that they 
insist on a postoperative management that is, essentially, the 
plan of treatment by which Bram and others effect cures 
without operation. Perhaps in its last analysis it will be 
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found that the most that can be claimed for the surgery 
of Graves’ disease is that it shortens the period of treatment 
in many cases. Certainly it must be said, with Bram, that 
it is often a failure; on the other hand, it can not fairly be 


disputed that sometimes thyroidectomy appears to effect 


prompt and decided improvement, even in cases that have 
made little progress under medical care and rest. As Bram 
points out, however, the nonoperative treatment is neither 
easy nor stereotyped. It is a process of management, feed- 
ing, medication and general regulation that requires 
clinical judgment, patience, discipline, and a study of many 
important factors—psychic, environmental, physical—in each 
individual case. All of these are discussed at length in the 
section of the book devoted to the treatment of Graves’ 
disease. 

Bram’s classification of goiters is that generally recognized, 
although the dividing line is not as sharp as this classifica- 
tion suggests. The pathology and symptomatology of each 
are described. Perhaps the pathogeny of the various 
goiters and their physiologic relationships are stated rather 
more definitely than our present knowledge warrants, but, 
on the whole, Bram keeps within fairly accepted teachings. 
He quotes freely from the literature and his book abounds in 
bibliographic references. Histopathology is not dealt with at 
any length and there are no photomicrographs. The work 
is, and is evidently intended to be, a clinical treatise written 
to guide the practitioner in the differential diagnosis and 
symptomatology of goiters, in their prevention and in their 
management. The recognizable causes that lead to the 
various types of goiter—endemic, puberty, exophthalmic— 
are discussed at length and prophylaxis is duly stressed. The 
various diagnostic tests, including the author’s quinine test, 
are described and evaluated. Much of this can be gotten 
from other books, to be sure, but all this subject matter 
is here presented in the light of very recent teachings and 
discoveries and with the balance of an observant clinician 
who has devoted himself to a study of thyroid disorders and 
who has had the opportunity to observe a very large num- 
ber of cases (the histories of some of which are here in- 
cluded). But especially will the book prove useful as a 
therapeutic guide to the practitioner who seeks to learn how 
to manage a case of exophthalmic goiter. 


Whether or not one concedes that the author has with him 
the weight of logic and of scientific observation in opposing 
thyroidectomy in exophthalmic goiter, he will, we think, 
not grudgingly admit that Bram has prepared an admirable 
exposition of the goiters in their various clinical aspects—a 
book that is now an important part of the literature of 
this subject and a safe guide in treatment. 


Operative Surgery. Covering the Operative Technic 
involved in the Operations of General and Special 
Surgery. By Warren Stone Bickuam, M.D., F.A.CS. 
Former Surgeon in charge of General Surgery, Man- 
hattan State Hospital, New York; Former Visiting 
Surgeon to Charity and Touro Hospitals, New Orleans. 
In six octavo volumes totaling approximately 5400 
pages with 6378 illustrations, mostly original. Separate 
Desk Index Volume. Volume VI; 980 pages; 1224 
illustrations. Philadelphia and London: W. B. 
SAUNDERS COMPANY, 1924. 

The appearance of this sixth volume and of the index 
volume completes the publication of Bickham’s magnificent 
and altogether remarkable work—a colossal ‘literary en- 
terprise for one man to have undértaken and carried 
through so splendidly ! 

Our review of the first three volumes, which appeared 
together, sufficiently indicated the scope of the work, its 
admirable plane of description for each operation and type 
of operation, its typographic attractiveness and _ pictorial 
beauty. It will be sufficient here, therefore, to merely 
state that Volume VI completes the operations and the male 
genital tract and describes the operations of gynecology and 
of obstetrics and certain orthopedic operations nct included 
in earlier volumes. The Index Volume is a wholiy service 
able guide; all titles, by name or by subject are adequately 
cross-indexed. 
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Bickham’s ought to be, for many years to come, the 
work that one will first turn to for information and 
guidance in operative surgery. 


Operative Surgery. By J. Suerton Horstey, M.D., 
F.A.C.S.. Attending Surgeon, St. Elizabeth’s Hospitai, 
Richmond, Va. Second Edition. Octavo; 784 pages; 
‘666 original illustrations St. Louis: THe C 
Mossy ComMpaANy. 1024. 

Horsley’s is not by any means a complete treatise on 
operative surgery, but it does cover much of the field. 
It presents in interesting fashion descriptions of the 
selected operations — those, apparently, that the author 
considers best—with adequate exposition of the technical 
principles and biologic processes involved and with 
very satisfactory illustrations. In two spheres, especially 
of operative surgery, Horsley has himself contributed 
much, i.e., angiorrhaphy and pyloroplasty. While his 
own operations are thus described, they have not been 
unduly emphasized as compared with the methods of 
other surgeons. 

In this, second, edition has been introduced a chapter 
of about 20 pages on Principles Underlying Operations 
for Malignant Tumors. There are also described several 
quite recent operations that have not yet found their way 
into other books. Some of these (e. g., Costain’s lymphat- 
icostomy for septic peritonitis and Stookey’s method of 
innervating paralyzed muscles) have not yet achieved 
acceptance, as far as we know. 

Crile’s canula- and Horsley’s suture-methods of ves- 
sel anastomosis for blood transfusion are again described, 
although simpler methods of transfusion have made these 
obsolete. For subacromial bursitis Horsley _ briefly 
describes Brickner’s operation and states that when a 
subbursal lime deposit is present this must be removed. 
Brickner has shown in later publications that these de- 
posits often disappear spontaneously, and that most cases 
respond to his abduction treatment and that operation is 
indicated only in rebellious and recurrent cases. 

While this book can not take the place of more com- 
plete works on operative surgery it makes good supple- 
mental reading. 


The Advance of Orthopedic Surgery. By A. H. Tussy, 
C.B., C.M.G., M.S. Lonp., F.R.C.S. Ene., F.S.A.; Con- 
sulting Surgeon to the Westminster, Royal National 
Orthopedic, Evalina and Christ’s Hospitals; Member of 
the International Society of Surgery, etc., etc. Duo- 
decimo; 144 pages; illustrated. London: H. K. Lewis 
& Co., 1924. 

The six articles that comprise this small volume, were 
originally contributed to a periodical journal. Their reap- 
pearance in book form, represents an attempt on the part of 
the author to supplement his two earlier volumes on Ortho- 
pedics. While they contain a great mass of interesting 
detail, there is nothing essentially vital in any of them and 
they fall far short of the literary and medical attainments 
of the earlier work. The author performs one valuable 
service, however, in that a great number of isolated ortho- 
pedic entities are grouped under larger general classifica- 
tions, thus at least making an attempt to get at the funda- 
mental principles underlying the consideration of orthopedic 
affections. 


Fractures and Dislocations. Immediate | Management. 
After-Care, and Convalescent Treatment with Special 
Reference to the Conservation and Restoration of 
Function. By D. Wirson, A.B., M.D., F.A.C.S., 
Instructor in Orthopedic Surgery, Harvard Medical 
School; and CocHraANE, M.B., Cu.B. 
F.R.C.S. (Edin.), University Tutor in Clinical Sur- 
gery, University of Edinburgh. Octavo; 789 pages; 
978 illustrations. Philadelphia and London: J. B. 
Lippincott CoMPANY, 192}. 

_ This volume on the treatment of fractures and dislocations 

is an extremely well advised work. The outgrowth of the 

fracture work of Dr. Scudder and of the Massachusetts 

General Hospital, it presents an admirable discussion of 
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fractures and their immediate treatment. While not 
written in the didactic, pedagogic manner of the usual text- 
hook on fractures, the work contains all the essential in- 
formation as to causation and mechanism, presented with a 
vividness that entirely robs the discussion of monotony. 
Emphasis is laid particularly on the methods of treatment 
of the various fractures and dislocations and all the 
essential steps in the various procedures are amply illu- 
strated and discussed. The x-ray illustrations and anatomic 
“onsiderations are more than adequate and the whole is pre- 
sented with a vivacity and clearness which makes this 
book a very welcome addition to the dull fracture-reading 
of the past. 


The_ Principles and Practice of Roentgen Therapy. 
By I. Seta M.D.. Director, X-Ray Depart- 
ments, Bellevue and Allied Hospitals, New York City: 
Diploma Radiology, Cambridge University, Eneland. 
With Dosage Formulae and Dosage Table by Guivo 
Hotzxnecnt. M.D.. Professor of Roentgenology, Uni- 
versity of Vienna, Director of the Central X-Ray De- 
partment of the General Hospital, Vienna. Quarto; 359 
pages: 300 illustrations: 57 tables. New York: Amrrt- 
cAN X-Ray PusrtsHinc Company: 10925. 

Recognizing the necessity of a clear understanding of the 
physical and biological problems involved in the practical 
application of radiation as a therapeutic measure, the author 
has divided the work into three parts. The first treats of 
the generation of the highly penetrating x-rays by the most 
modern methods: the second treats of the measurement of 
the radiation; and the third, of the application of the radia- 
tion from the theoretical. practical and clinical standnoints. 
The author has hrought under one cover a_ tremendous 
amount of material which has heretofore not been collated. 
and all of which has a definite hearing on the application 
of the -rav as a theraneutic arent. 

The book fills a great gap in the voluminous Roentgen 
therapeutic literature. The manv complexities of the 
subject have been digested and simnlified. with critical judg- 
ment and an eye towards practicability, and have been check- 
ed bv clinical experience, with the result that the author 
has achieved a clear, concise and logical presentation which 
will be of great value to those who desire to establish the 


‘proner foundation for: this form of therapy. 


In reference to dosage. the author does not believe that 
the last word on this subject has heen said. He indicates 
what the ideal method of dosage should accomplish. 

Under the heading of clinical dosage he has incorporated 
the dosage studies of Holzknecht. comprehensively schema- 
tized in a large table. This is a valuable addition to the 
hook. and invaluable to the beginner in that ‘t provides a 
working basis, to be corrected and amplified as clinical ex- 
perience dictates. 

Fortified by a knowledge of the fundamental principles. as 
so lucidly expressed in this book, and armed with the dos- 
age table of Holzknecht. the physician can anproach this 
form of therapy sanely, and can travel safely on this diffi- 
cult road. 


Das Pneumoperitoneum in Der Gynikologie. By H. 
Wintz und R. Dyrorr. 8vo; 5 Abbildungen und 51 
Lichtdrucktafeln. Leipzig: Grorc THIEME, 1924. 

This is the third atlas of radiological technic Wintz 
has published. The preceding volumes dealt with the 
roentgen-therapy of cervical and mammary cancer. 

Wintz and Dyroff suggest a standard method of pro- 
cedure including extreme elevation of the pelvis 
(patient lying om abdomen), focus-plate distance of 
100 cm., amount of air introduced limited to 500-700 
ccm., stereoscopic plates. They describe the technic, 
indications and contraindications in detail. In 200 
cases no serious trouble developed from the intervention. 
If tumors fill the entire pelvis, if adhesions are wide- 
spread and dense, the method gives no information. 
Forty-six excellent plates show the results obtained, and 
in many instances are accompanied by sketches which 
reproduce the findings at operation. The atlas will 
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prove of use to those who desire to use pneumoperiton- 
eum as a diagnostic method. 


Organotherapy in General Practice. Octavo; 249 pages. 
New York: G. Carnrick Co., 1924. 

This work, published by a company interested in the 
manufacture of organic preparations, represents an ex- 
tensive bibliographic study, and is a_ collection of 
abstracts from standard journals and monographs put 
together so as to make a delightful and convincing 
narrative, 

As one must expect, there is some special pleading 
but the bibliographies at the end of each chapter are 
excellent. Endocrinology is a romantic and still incom- 
pletely explored medical territory. This book stimu- 
lates interest in it; and if it also encourages accurate 
observation and further research it will have served a 
useful purpose. 


L’Os Temporal Chez Homme Adulte. Iconographie 
et Description de L’Os et de ses Cavities. Par Pu. 
Betiocg, charge de cours a la Faculte de Medicine de 
l'Universite de Strashourg. 1 volume grand in-8; 12% 
pages; 23 figures. Paris: MAsson ET CEI, 1924. 

In this very excellent monograph on the anatomy of the 
temporal bone, the author has detailed the results of exten- 
sive dissections. The development and anatomical signifi- 
cance of the various parts of this complicated bone struc- 
ture are minutely delineated. The work is profusely and 
well illustrated. Because of its very excellence in this 
regard it can appeal, however, only to a limited group of 
specialists. 


Die Hyperostosen des Schidels. Von Dr. INASABURO 


Natro, mit einem vorwort von Professor Dr. ArTUR 

ScHULLER. 

1924. 
Naito has attempted in this short monograph to discuss the 


Octavo; 95 Seiten. Wien: Joser Sarar, 


various types of skull hyperostoses. The diversity of the 
‘onditions treated has been such that the author has been 
unable to find any adequate system of classification. The 
result has been that his monograph reduces itself practically 


to the nature of a small sized atlas of the more common 


conditions that give rise to hyperostoses of the cranial bones. 
Very little clinical material is provided but the short dis- 
cussions scattered throughout lend interest to the considera- 
tion of the excellent roentgenograms. 


Greffes et Transplants Osseux Chez !l’Homme. Par 
Au. D. Rapuresco, Chirurgien en chef de !’iidpital d’or- 
thopédie et de chirurgie infantile “Regina Marian” 
Cluj (Romanie). Octavo; 127 pages; 36 figures. Cluj: 
1924. 

The monograph attempts to place before the reader in 
a condensed form all the more important facts relating to 
bone-grafting and its application to orthopedic and general 
surgery. This is prefaced by a brief review of the various 
types of bone grafting and the history of their development. 
In discussing the question of replacement of bony solution 
of continuity, the author insists on a careful differentiation 
between bone grafting and bone transplantation. A graft, he 
considers only such a replacement of bone, in which the bone, 
with its arterial supply, is used to correct a bony defect. All 
other procedures in which bone is deprived of its vascular 
supply before being used, he considers as a free bone trans- 
plantation. On this bases, a very satisfactory classification 
of the various types or bone inserts is given. As a result of 
his experimental work, Radulesco helieves that the transplant 
is completely absorbed and serves merely as a framework on 
which the newly developing osseous tissue can be supported. 
The autogenous bone transplants appear to be absorbed much 
more rapidly than those obtained from other sources. The 
operative technic he employs is that usually accepted. By 
preference he uses an osteoperiosteal rib graft. A large 
part of the monograph is devoted to a consideration of the 
various conditions in which bone graft or transplantation is 
indicated. The monograph is well written and contains 
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much of interest to the physician not actively engaged in 
home surgery. For the specialist, the work is somewhat 
elementary. 


Die Uberpflanzung Der Mannlichen Keimdriise. Von 


Primarius Dr. Ropert LICHTENSTERN, Wien. Octavo; 
113, Seiten; 16 Textabbildungen. Wien: Jutius 
SPRINGER, 1024. 

The problem of testicular grafting and its significance 
in the treatment of various medical conditions kas ex- 
cited the mind of the medical public, particularly ir the 
last two decades. Numerous treatises by various authori- 
ties have given different points of view on the value of 
the procedure. Lichtenstern, who was among the first to 
utidertake such traasplants, has here discussed the indica- 
tions and technic that he employs. The significance of the 
interstitial cells receives neither affirmation nor denial 
at his hands. He limits himself to a statment of the 
opinions of others on this subject. In performing his 
operation Lichtenstern uses grafts from either animal 
or human source. The testicle is halved and inserted 
through a small fenstra into the musculature of the 
abdominal wall. Though it has been claimed _ that 
such grafts are promptly absorbed, the author be- 
lieves that the particularly rich blood supply  in- 
sures the sustenance of the graft. At any rate he re- 
ports cases in which the graft appears rot only to have 
remained, but actually to have undergone growth of the 
interstitial tissues. In general his indications are: (1) 
loss or atrophy of the testicles; (2) eunuchoidism; (3) 
homosexuality. The basis on which the two former con- 
ditions were operated is sufficiently apparent. Without 
attempting to go into a complete discussion of the etiology 
of the last condition, the author bases his operation on 
the belief that homosexuality may be due to a diminu- 
tion or perversion of the function of the sex gland. 
Twenty-two cases were operated upon with the above 
indications. One homosexual gave an apparently satis- 
factory cure, while three others were apparently unsat- 
isfactory. The most satisfactory results, as was to be ex- 
pected, were obtained in the cases of the first category. 


Die Chirurgischen Erkrankungen Der Nieren und Harn- 
leiter. Von De. Max ZonprK. Octavo; 250 Seiten; 80 
Abhbildiungen. Berlin: Tutrus SPRINGER. 1024. 

This delighful little volume on the subject of kidney 
and ureter surgery adds one to the host of similar works 
that have recently appeared in German. Zondek has 
dedicated his work especially to the needs of the prac- 
tical clinician. A short review of the more important 
anatomical points is given and their significance in rela- 
tion to the subsequently discussed topics is indicated. 
The book is well written and exceedingly well illustrat- 
ed. and should prove of extreme interest to those seeking 
a fundamental knowledge in this interesting field. 


Anatomie Humaine, Descriptive et Tonographique. Par 
H. Rovvitre. Professeur agrégé, Chef des Travaux 
anatomiques 4 la Faculté de Paris. Two volumes. 
Octavo; 1668 pages; 988 figures. Paris: Masson &T 
Cir, 1024. 

In this work the author has made a departure from the 
classical arrangement of anatomical treatises in that he has 
considered the various large divisions of the body as a whole 
rather than under the separate systems. Thus the body is 
divided into three main parts: 1, head and neck; 2, trunk; 
3. extremities. Each of these main parts is treated first 
analytically and descriptively, and then synthetically and 
topographically. In the first the author describes the var- 
ious elements, the bones, the ligaments, the joints, the mus- 
cles and the nerves, which compose the segment under con- 
sideration. Tn the second or svnthetic part of his discus- 
sion, the body segment is described topographically. region 
hv region, with a study of the relationships of its con- 
stituent narts to themselves and to the surrounding regions. 
The work is brief and there are no foot-notes or small type 
interpolations. Both volumes are well printed and profusely 
illustrated with close to a thousand well chosen and excel- 
lently reproduced cuts, largely in colors. 
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